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INTRODUCTION
This portfolio contains three dossiers of selected work conducted over the period of 
three years of a Practitioner Doctorate in Psychotherapeutic and Counselling
Psychology.
The Academic Dossier contains examples of essays and reports from the following 
academic modules : The Context of Counselling Psychology', 'Issues in Counselling 
Psychology', 'Theoretical Models of Therapy', 'Advanced Theory and Therapy'and
'Year 3 Options'.
The Therapeutic Practice Dossier contains a brief description of all training 
placements and a personal overview of these experiences; a summary of four client 
studies and a discussion of process issues derived from one verbatim transcription and
three audio-taped therapy sessions.
The Research Dossier contains the three research submissions presented in the 
appropriate journal article format for a literature review and research reports of
empirical studies.
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ACADEMIC DOSSIER
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SECTION 1 [REPORT] 
PSYCHOTHERAPY AND GENDER : 
CLIENT-THERAPIST SIMILARITIES AND DIFFERENCES.
8
Psychotherapy and Gender : Client-therciyist similarities and differences
Introduction
Discussions on the issue of client-therapist similarities and differences have been 
increasingly raised within the literature of Psychotherapy, Counselling and Psychology. 
Many different variables and characteristics of both the therapist and client have been 
identified as influencing the therapeutic relationship specifically in connection to the 
working alliance, satisfaction with therapy and the outcome of therapeutic treatment. 
Such variables and characteristics include personality, age, gender, race, culture, social 
status, intelligence, stage of life, experience of therapy, type of problem, expectations, 
and social attitudes.
The aim of this essay is to review the issue of client-therapist similarities and 
differences in relation to gender; critically evaluating different theoretical perspectives 
on this issue and evaluating the implications gender issues raise for the practice of 
Counselling Psychology.
Is it important to consider the gender of therapists and clients in a therapeutic 
relationship?
Research evaluating this issue has led to many contradictory findings and consequently 
speculations about whether it is more beneficial in therapy for a client to work with a 
same sex therapist or the opposite sex therapist. Many gender differences have been 
identified within the literature in relation to male and female clients and therapists.
It has been said that male and female clients differ in their expectations of therapy and 
level of satisfaction with therapy (Howard et. al., 1970; Subich 1983; Yanico & Hardin 
1985) with females expecting the therapy process to provide a more immediate effect 
and the outcome of therapy to be more beneficial (Ferguson 1988). Research by 
Kirshner et. al., (1984) found that females experienced a higher level of satisfaction
during therapy.
The nature of the presenting problem ('personal' or 'non-personal') has been shown to 
influence both male and female clients' preference for either the same or opposite sex 
therapist (Koile & Bird 1956; Bamkiotes 1981).
Ferguson (1988) studied the degree of preference for a male versus a female therapist 
in relation to the presenting problem. The results indicated that both male and female 
clients showed a stronger preference for a same sex therapist; however, the nature of
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the presenting problem was found to increase preference for a male or female therapist 
- if the presenting problem was classified as 'personal' in comparison to 'non-personal' a 
same sex therapist was preferred.
According to Walker & Stake (1978), most of the female clients in their study wished 
to see a female counsellor and almost half the male clients also wished to see a female 
counsellor with male clients preferring a same sex therapist for vocational problems 
and an opposite sex therapist for personal problems.
It can be argued that this equates to research findings highlighting differing male and 
female client expectations of therapist characteristics : female clients expected 
therapists to be more accepting, genuine, nurturing, self-disclosing and tolerant than 
male clients (Subich 1983) while male clients expected therapists to be more objective, 
impersonal, detached and professional (Bordin 1955).
According to a study by Tinsley & Harris (1976), females expected a higher level than 
males of therapist acceptance, empathy and non-judgmental response and males 
expected a higher level than females for therapist directiveness and expertise and to be 
critical and analytical in his/her response.
Similarly, male and female therapists have been found to hold differing expectations of 
a 'mentally healthy male and female client' ( Broverman et. al., 1970; Neulinger et. al., 
1970; Goldberg 1973).
According to Goldberg (1973), young female therapists were the least likely group of 
therapists to express traditional' expectations of women's personal characteristics and 
social roles. Older male therapists were the most likely to.
Neulinger et. al. (1970), found that both sex therapists expected a typical male client to 
be more dominating, aggressive and autonomous than a typical female client whom 
both expected to be more patient, deferential and nurturing. However, to what extent 
is there a typical client in therapy? It would seem more beneficial to the client if 
therapists adopted an individual view for all of their clients and did not stereotype 
client characteristics or difficulties.
It has been said that all female dyads in therapy produced the most discussion of 
feelings and the all male dyad expressed the least emotion (Hill 1975). It can be 
inferred from this that it is beneficial to the therapeutic process for at least one member
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of the therapeutic dyad to be a female, the question is, would it be more beneficial for 
the female to be the theranist or the client? and who would this be beneficial for? If it is 
for the benefit of the client then this can be argued as good therapeutic practice, 
however, if a therapist chooses to engage in a therapeutic relationship with a female 
client to make his/her work easier then in terms of therapeutic practice, this can be 
seen to be problematic both for the profession and for society.
According to Coheur-Feldstein (1979), female therapists were found to elicit higher 
levels of self-disclosure in both male and female clients which emphasises the above 
and would seem to advocate the advantage of a female therapist over a male therapist.
Ferguson (1988) claims that a same sex dyad has been found to be advantageous in 
therapy, especially for the female client, saying that female clients have been found to 
disclose more, to feel less inhibited, less self-critical, more encouraged, and develop 
higher selfesteem when paired with a female therapist; however, Ferguson (1988) also 
claims that both male and female clients feel less threatened by a same sex therapist 
and consequently, is it the presence of a female in the therapeutic dyad or same sex 
pairing that is the significant element?
In relation to the all female dyad illustrated in Ferguson's example, it is possible that 
the therapeutic benefits experienced by the client were not influenced by the gender of 
the therapist but by other characteristics of the therapist, for example, her age, 
personality, social status, experience as a therapist, her ability to empathise with the 
client or in fact to other factors of the therapeutic process, for example, length of 
therapy, context of therapy or theoretical orientation.
It can be seen from the above material that the question of whether it is important to 
consider the gender of therapists and clients in a therapeutic relationship is not that 
simple. It would seem that the effect of the gender of client and/or therapist on the 
therapeutic relationship cannot be taken in isolation, many other factors appear to be 
interlinked, of which client preference for a male or female therapist; client 
expectations of therapist characteristics; therapist expectations of male and female 
clients; age; personality; social status; sex-role stereotypes; ability to empathise; and 
length, context and theoretical orientation of the therapy have been identified above as 
additional and potentially influencing factors. Consequently, it is difficult to ascertain 
which factors are more influential on the therapeutic relationship and therefore more 
important to consider in the practice of Psychotherapy. It could be argued that the 
therapist's expectations of the client may have a powerful influence on the working
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alliance and may be more significant in Psychotherapy than the effect of gender and 
similarly, the client's expectations of the therapist or indeed any of the other factors 
mentioned.
The research studies outlined above would appear to highlight significant gender 
differences associated with both therapists and clients in a therapeutic relationship but 
can they be taken as valid and concrete evidence? Many studies such as these have 
been criticised in view of their limitations : 1) for largely using hypothetical presenting 
problems which cannot realistically be compared to real problems that prompt people 
to seek help from a therapeutic agency; 2) for largely using hypothetical clients i.e. 
non-clients, not real clients or potential clients seeking therapy; 3) in studies where real 
clients were used, predominantly, the client had only experienced therapy with either a 
male or a female therapist and this may have influenced their opinions.
Consequently, it would be more beneficial to compare real clients with real presenting 
problems who have had experience of both a same sex and an opposite sex therapist, 
however, it is clear to see that there may be problems due to accessibility and 
confidentiality with this research.
Theoretical Perspectives
The influence of gender in Psychotherapy can be reviewed in relation to different 
theoretical perspectives:-
Humanistic Perspective
Humanistic theory purports that "everyone, irrespective of gender is bom with as full a 
potentiality for self-actualising growth as they can have within the parameters of 
physical and mental health" (Clarkson, 1994 p89) and that "individuals should be 
related to as whole persons who are in the process of becoming" (Meams & Thome, 
1994 p i8). This would seem to suggest that it should not matter in therapy whether 
the client is male or female as they have equal potential for self-actualising growth, and 
therapists should relate to a client as a whole person and not simply as a 'male' or a 
'female' as gender is only one constituent of their being.
Berne (1981) claims that it is Physis - the growth force of nature which makes 
organisms evolve into higher forms and Clarkson (1994) argues therefore, in 
considering gender as a very significant factor in life and psychotherapy, what are the 
influences, other than Physis, which we have to take into account?" (p 89). This would 
seem to imply that within the Humanistic framework, Physis has a more significant
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influence on Psychotherapy then gender, though at the same time, Clarkson 
acknowledges that gender is still a very significant factor both in life generally and in 
Psychotherapy.
Roger's core therapeutic conditions of empathy, unconditional positive regard and 
genuineness are central to Client-Centred and Humanistic therapy and it can be argued 
in view of this that it is not important whether the therapist is male or female as long as 
they have the capacity to incorporate these three characteristics into their therapeutic 
practice. However, could it be argued that there is a gender difference in male and 
female therapists' ability to exude these three core therapeutic conditions? It has been 
said that females are more caring and nurturing in their nature than males, therefore are 
female therapists more able to induce empathy, unconditional positive regard and 
genuineness in the therapeutic process?
Feminist Perspective
Feminism Psychology advocate that as women are considered to have an inferior role 
in society, it is difficult, if not impossible for a man to fully understand women's 
problems e.g. feelings of powerlessness or of being negated and suggest that "only a 
fellow woman can help a female client address her problems in a wider social context" 
(as cited in Ferguson, 1988 pi).
This implies that male therapists can not understand and empathise with female clients 
to the same degree as female therapists as a result of different social status. If this is 
the case, then it could also be said that only a fellow man can empathise with male 
clients and understand their difficulties in a wider social context. How much of this can 
be said to be true? Is it possible for only a woman to fully understand women's 
difficulties and only a man, male difficulties? Additionally, is it true that women are 
classed as inferior to men in society? This might have held true at the time of the 
feminist movement, however, it would seem that society has moved in this attitude 
more towards equality now and consequently would it still be valid to hold the opinion 
that only the same sex therapist can fully understand male/female difficulties in the. 
wider social context? This point of view also implies that male clients cannot 
experience difficulties related to powerlessness or being negated which would seem to 
be untrue.
According to Ferguson (1988), Feminists argue that a female therapist will be more 
positive towards a female client than a male therapist will, but is it not possible for a 
male therapist to be equally positive towards a female client? Also, this seems to infer
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that being positive towards a client is essential for a beneficial therapeutic outcome 
and, regardless of the gender of the therapist, is this the case? Could it not be argued 
that being too positive towards the client might actually hinder the therapeutic
treatment and process?
Psychoanalytic Perspective
Freud (1931) proposed that the sex of the analyst in relation to the patient may inhibit 
or influence certain pre-oedipal and oedipal processes. According to Bateman & 
Holmes (1995), "a woman has a profound and unbroken identification with her mother 
as a nurturer and container while the man has to disidentify with his mother and has to 
ally himself with father" (p 207). In view of this, it can be argued that therefore the 
gender of the therapist might have implications for the client and his/her 
psychopathology, for example, if male clients who did not successfully resolve the 
Oedipus Complex are in therapy with a male therapist (representing a father figure) 
they may be able to form an alliance with the 'father' and successfully resolve their 
Oedipal feelings whereas for similar male clients in a therapeutic relationship with a 
female therapist, this may reinforce the attachment to the mother and the client may 
not be able to successfully separate from the mother and form an appropriate 
identification with the father; vice versa for female clients.
It has been suggested by Ferguson (1988) that clients would benefit from having a 
therapist of the same sex as the parent figure with whom the client had the most 
difficulties but is that necessarily the case? Clients can 'work through' difficulties in 
their parental relationships through the transferential relationship that can come into 
play within the therapeutic process.
Ferguson's suggestion would seem to imply that only difficult maternal relationships 
are acted out in the transference with a female therapist and paternal difficulties with a 
male therapist but is this the case? It has been said that the sex of the therapist would 
not seem to matter in relation to transferential relationships and working through 
difficult parental relationships - i.e. a therapist does not have to be a female to elicit or 
experience maternal transference or countertransference feelings in a therapeutic 
relationship and vice versa; however, it is possible that one particular gender of 
therapist might elicit more transferential relationships within the therapeutic 
relationship dependent on both the client's and the therapist's characteristics and their
interaction.
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Jung would advocate the view that the gender of the therapist is not significant as 
individuals comprise an 'anima' - female archetype and an 'animus' - male archetype, 
therefore hypothesising an essential bisexuality to all individuals. Consequently, what 
would seem to be important in the therapeutic relationship according to this theoretical 
framework is the degree and interaction of the therapist's anima and animus with the 
client's anima and animus, not their respective physical genders.
Chasseguet-smirgel (1984) propounds this view and argues that analysts bring to their 
work a balance of masculine and feminine traits, "paternal legislative power and 
maternal aptitude respectively formed through their own maternal and paternal 
identifications which forms the basis of psychic bisexuality and decreases the influence 
of the actual gender on the therapeutic relationship". However, this implies two 
assumptions : 1) that the therapist's psychic make-up comprises a balance of masculine 
and feminine traits - is it not possible for some individuals to be characteristically 
higher in male or female traits than completely balanced?; and 2) that the therapist had 
both a mother and a father figure to form satisfactory identifications with - for 
example, therapists raised in a single parent family or therapists who had bad object 
parents - abusers, alcoholics etc.
Implications for Counselling Psychology
The above material would appear to suggest that gender does have an influencing 
effect on Psychotherapy and therefore should not be overlooked in the field of 
Counselling Psychology; however, there is the possibility of overemphasising the issue 
of gender in therapeutic practice and matching all therapists and clients simply in 
relation to gender issues when it has been additionally highlighted that gender cannot 
be taken in isolation, many other factors potentially influence the process and outcome 
of therapeutic treatment and relationships which also cannot be overlooked in the 
practice of Counselling Psychology which include age, personality, race, culture, social 
status, intelligence, experience, social attitudes, expectations, length, context and 
orientation of therapy.
The following example illustrates just how significant some of these issues can be in 
Psychotherapy :
Mrs S was originally referred to the male Consultant Psychotherapist at a 
hospital Psychotherapy Department but a female therapist was allocated to conduct 
this assessment on referral During the assessment session, it came to light how 
relieved Mrs S was to see a female therapist. Her background history included several
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abusive experiences with significant males in her life and she fe lt that she could not 
engage in a therapeutic relationship with a man. However, another confounding 
factor - the therapist's age was influencing the client's level o f engagement in therapy 
and similarly she fe lt that she could not talk to a therapist so young about her 
difficulties - possibly she thought a young therapist can not be a maternal enough 
figure to the client.
(Example taken from personal clinical practice).
Some of the material presented in this discussion on gender and Psychotherapy would 
appear to accentuate the advantage of a female therapist which undoubtedly has 
implications for both male and female therapists in the profession and for those in 
training - will male therapists become inferior and redundant? Will female therapists 
become overburdened with referrals? - or possibly, has the author been unconsciously 
biased in her evidence and conclusions?
How therapeutically beneficial is it to match client and therapist in relation to gender - 
if female clients engaged in a therapeutic relationship with a male it might revise their 
expectations of what therapy with a man is like and whether fundamentally it is 
significantly different in relation to the therapeutic treatment than therapy with a female 
therapist.
Similarly, if it is true that the opposite sex therapist cannot fully understand and 
empathise with the client's presenting problem, possibly through not matching a same 
sex dyad, therapists will have the opportunity to gain more experience and deeper 
understanding of difficulties specific to the opposite sex. Possibly, through matching 
the same sex therapeutic dyads, this might reduce the potential for clients working 
through difficult identifications with the opposite sex and reinforce negative 
associations. For example, with client Mrs S, if she did engage in a therapeutic 
relationship with a male therapist, this might increase the potential to work through her 
negative experiences and associations of male figures in her life and develop a positive 
and satisfactory identification with a male.
As to date, some of these issues are still unclear and perhaps in view of this, if there 
are the resources available in Counselling Psychology and Psychotherapy, then possibly 
it would be more satisfactory at a personal level for the client to access either a male or 
a female therapist at their choice.
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SECTION 2 [ESSAY]
WHAT ROLE DOES AN EFFECTIVE THERAPEUTIC ALLIANCE PLAY IN 
THE USE OF COGNITIVE APPROACHES TO THERAPY?
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What role does an effective therapeutic alliance play in the use o f cognitive
annrnaches to therapy?
Introduction
This paper attempts to explore what role an effective therapeutic alliance plays in the 
use of cognitive approaches to therapy. The key objectives of this paper are firstly to 
define, in relation to a cognitive perspective, what an effective therapeutic alliance is 
before addressing what role this plays in cognitive therapy compared with other 
psychotherapeutic approaches.
What is an effective therapeutic alliance? - A cognitive perspective
A therapeutic alliance, also known as a therapeutic relationship or a working alliance 
can be described as a relationship between two or more people, of which at least one is 
a therapist and at least one is a client. These people come together with the primary 
objective of identifying, exploring and working through problems or difficulties within 
a safe and trusting relationship. According to Clarkson (1995), the 'working alliance' is 
"the part of client - psychotherapist relationship that enables the client and therapist to 
work together even when the patient or client experiences strong desires to the 
contrary" (p31). In other words, it can be said that the therapeutic alliance refers to the 
existence of a rapport between therapist and client within a therapeutic relationship.
From reviewing the literature on the therapeutic relationship in cognitive therapy, 
broadly speaking, it can be seen that two principal ingredients of an effective 
therapeutic alliance exist, namely the 'core conditions' of therapy and 'collaboration'.
Core conditions
The core conditions of therapy were originally proposed by Rogers (1957) in relation 
to therapy practised within a Humanistic/ Person-Centred paradigm. Empathy, 
understanding, genuineness, respect, congruence and unconditional positive regard 
were identified as essential conditions for therapeutic change.
Across the life span of psychotherapy, these conditions have been generally applied to 
all approaches to therapy regardless of orientation, of which cognitive therapy is no 
exception. According to Beck et al. (1979), "the general characteristics of the therapist 
which facilitate the application of cognitive therapy . . include warmth, accurate 
empathy and genuiness" (p45)
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Moorey (1994) expanded on this further addressing the qualities of an effective 
cognitive therapist and proposed that first and foremost there is a need for good 
general interpersonal skills, although an effective cognitive therapist must also have 
good listening skills, be able to reflect accurately the cognitive and emotional 
components of the client's material, demonstrate an active and warm interest in the 
client, enter the client's cognitive world and empathise whilst at the same time retaining 
a level of objectivity in the relationship.
It would appear that some of the above 'criteria' can be deemed specific to a cognitive 
model of therapy; however many of the qualities outlined above underlie most 
psychotherapeutic work and in light of this it has been said that one of the most 
important qualities of an effective cognitive therapist is the extent to which the 
therapist accepts the cognitive model (Moorey, 1994) as not only is it necessary to be 
genuine and accepting of the client, it is also fundamental that the therapist is genuine, 
accepting and self-aware of his/her own beliefs, assumptions and thought processes 
and the implications of these on clinical practice and the therapeutic alliance. In light of 
this, it would also seem important to what extent the client accepts the cognitive 
model, as any therapeutic relationship will be influenced by both the therapist's and 
client's beliefs, thoughts and feelings.
Collaboration
The other principal feature of an effective therapeutic alliance in cognitive therapy is 
collaboration i.e. the process of client and therapist working together as partners to 
solve the problems and difficulties that were brought by the client to therapy. A 'two 
heads are better than one' approach is adopted in cognitive therapy resulting in a more 
directive and problem focused psychotherapy than other theoretical paradigms, for 
example, Humanistic or Psychoanalytic psychotherapy whose approaches are 
fundamentally non-directive and relationship-orientated in contrast to task-orientated.
What role does an effective therapeutic alliance play in cognitive therapy?
Cognitive therapy has been criticised and often portrayed in the field, of psychotherapy 
as paying little, if any, attention to the therapeutic relationship in contrast to other 
therapeutic approaches, particularly the Psychoanalytic and Humanistic paradigms.
According to Willis and Saunders (1997), "writings on cognitive therapy give the 
impression that the therapeutic relationship is a mere container in which to do the real 
work, viewing difficulties and issues in the therapeutic relationship as problems to be 
solved before getting on with therapy" (p54).
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This traditional view has since been re-evaluated and as a result, a cognitive model of 
the interpersonal process of the therapeutic relationship is developing. Humanistic 
concepts of warmth and acceptance and psychoanalytic concepts of transference and 
countertransference have been applied to cognitive therapy (Safran & Segal, 1990; 
Young, 1994; Beck et al , 1990; Layden et al., 1993) and it is now believed that the 
relationship between therapist and client can be an active and fundamental medium of 
therapeutic change distinct from the technical interventions of cognitive therapy that 
were traditionally deemed the ' tools' of treatment.
The therapeutic alliance as a central mechanism for change in cognitive therapy
Many studies have shown that the therapeutic alliance makes a significant contribution 
to the outcome of cognitive-behavioural treatments (DeVoge & Beck, 1978; Rachman 
& Wilson, 1980; Sweet, 1984; Wilson & Evans, 1977). According to Luborsky et al. 
(1985), the client-therapist relationship, rated early in treatment, was predictive of the 
outcome of cognitive behavioural therapy with male opiate users. Ford (1978) found 
evidence to suggest that client's receiving assertiveness training who held a positive 
perception of the therapeutic relationship were less likely to drop out of treatment and 
reported a more positive short term outcome than client's with a negative perception of 
the relationship.
However, to what extent is the relationship the sole or central medium of therapeutic 
change? In Ford's study outlined above, was it a result of the therapeutic alliance that 
prevented a long term positive outcome of treatment i.e. due to the termination of the 
therapeutic relationship and the subsequent disengagement from this positively 
perceived 'attachment' relationship. If the therapeutic relationship was not as 'positive' 
during the process of therapy, would changes that occurred during treatment or on 
termination of therapy continue longer term? What does a client s positive perception 
of therapy' mean? and what does it mean to a client to have a positive perception of the 
therapist and the therapeutic process? Can only a positive therapeutic alliance elicit 
effective therapeutic change? In relationships, therapeutic or non-therapeutic, the 
alliance between two people is not always positive and continually fluctuates 
depending on both parties' interpersonal style and events, people or circumstances that 
might be exerting an influence on their way of being and relating in the world. In light 
of this, it can be questioned, is there something else in this process aside from an 
effective therapist-client alliance that effects therapeutic change?
A traditional view of cognitive therapy was that the cognitive-behavioural technical 
interventions were the active ingredients in therapeutic change. Persons & Bums
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(1985) assessed the contribution of the therapeutic relationship and technical 
interventions on mood change during sessions of cognitive therapy eliciting automatic 
thoughts and exploring alternative rational responses. The results of this study found 
that both technical interventions and relationship factors made independent 
contributions to mood change during a session. However, did one factor make more of 
a contribution to the outcome than another or did therapeutic change occur as a result 
of alternative determinants?
For example, in the field of substance misuse, short and long term therapeutic change 
and relapse appears to be highly influenced by a client's level of motivation at a 
particular time which can widely fluctuate in a cycle of change of five motivational 
states, precontemplation [client is unaware/ unconcerned about the consequences of 
behaviour], contemplation [client is aware that a problem exists], preparation [client 
has decided to change in the near future], action [client effects change] and 
maintenance [client consolidates change over time] (Prochaska et al., 1992). Other 
possibly influencing factors in the field of substance misuse consist of extrinsic factors 
to the therapeutic relationship e.g. availability of alcohol/drugs in the client's 
environment; socialising with alcohol/drug using friends; the existence of high risk 
situations and triggers for alcohol/drug use and relapse. The question is, is it possible 
for an effective therapeutic alliance to outweigh these extrapsychic influences and 
impact on a client's motivation to maintain productive changes in their lifestyle and 
substance misusing behaviour? Having said that, it appears that all of these factors are 
external to the therapeutic relationship, looking at them from an alternative 
perspective, it can be seen that many of these factors have an interpersonal quality to 
them that can be addressed within a safe therapeutic relationship using cognitive- 
behavioural interventions to identify, challenge and replace dysfunctional assumptions 
and maladaptive behaviour but also directly in the relationship, for example in the 
transferential/countertransferential relationship ["unconscious wishes and fears 
transferred on or into the therapeutic partnership" Clarkson, 1995 p62], the 
reparative/developmentally-needed relationship [provision by the therapist of a 
corrective, reparative or replenishing relationship where the original experience, was 
deficient, abusive or overprotective" Clarkson, 1995 p i08] or the person-to-person 
relationship [the real/ core relationship, Clarkson, 1995].
The therapeutic alliance as a basis for cognitive interventions
A traditional view within cognitive therapy claims that the therapist's initial role is to 
establish an effective working alliance i.e. through practising the core conditions and 
collaboration which then enables the client to use the cognitive-behavioural techniques
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instigated by the therapist to confront difficult issues, negative automatic thoughts and 
thinking errors. Firstly, this implies that only the therapist plays a part in establishing a 
therapeutic alliance and yet both parties of the relationship will influence and affect the 
effectiveness of the therapeutic alliance. Secondly, an effective therapeutic alliance is 
not likely to be a constant, as Safran & Segal (1990) state, "the therapeutic relationship 
is not something that either is or is not in place for the real work of therapy to begin 
but rather is a quality that continually fluctuates". The final underlying assumption of 
this seems to suggest that technical interventions cannot be effectively implemented 
within cognitive approaches to therapy unless a working alliance has been established 
between therapist and client. However, it is possible that this might not always be the 
case. Again it would appear that alternative factors possibly play a role here.
For example, in a recent therapeutic relationship with a client at a community drugs 
and alcohol service, at the first engagement, Caroline told me how low she felt and 
communicated in the session her suicidal ideation as the thoughts occurred. It would 
appear from this that Caroline felt safe and trusted our relationship enough to 
communicate these thoughts and feelings. At the end of the session, as a self-help 
assignment she was given the 'drinkers check up' questionnaire (a cognitive- 
behavioural motivation tool) to fill in before the next session but was returned blank. 
As already stated, it would appear that a positive therapeutic alliance had been 
established at first contact but this was not sufficient for the implementation of a 
technical intervention which in this case would appear to be more predominantly 
influenced by the client's depressed and suicidal affect, her daily alcohol consumption 
and a minimum contemplative level of motivation in contrast to a positive therapeutic 
alliance.
However, in other clinical examples, it is plausible that an empathie and trusting 
therapeutic alliance would be more effective for interventions with phobic clients, for 
example, exposure or confrontational techniques to aid mastery of fearful situations, 
objects or events than a negative ambivalent relationship when a client might not feel 
safe or amenable to such interventions. ...............................................
Beck et al. (1979) recognised the possibility that relationship factors are not the sole 
mechanism for positive change in therapy stating that a positive therapeutic 
relationship is necessary but not a sufficient condition for change, i.e. an effective 
therapeutic alliance is needed as a basis for therapeutic work but it is not sufficient 
alone to elicit long term therapeutic change. Psychoanalytic and Humanistic 
approaches to therapy would challenge this assumption, claiming that the relationship
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is both necessary and sufficient to produce change. In part, the difference would seem 
to lie in how different approaches define the therapeutic relationship/alliance, what role 
it plays in the therapist-client partnership and whether they see therapeutic change as a 
result of interpersonal factors or technical interventions. Person-centred and 
psychoanalytic approaches to psychotherapy view the relationship as central to the 
therapy and although both paradigms utilise specialist techniques within their 
theoretical orientations and clinical practice, for example, free association, dream 
analysis, transference and countertransference interventions in psychoanalysis and 
reflection in person-centred therapies, these techniques are viewed as interpersonal in 
contrast to technical. In relation to cognitive psychotherapy, it could be argued that the 
cognitive techniques used are also interpersonal in nature as their function is to 
produce positive changes in a client's interpersonal world and relationships and 
therefore also placing the relationship as central to therapeutic work and change.
Ellis (1962) argues that a warm therapeutic relationship is neither necessary nor 
sufficient for positive changes in therapy and claims to have disproved Roger's 
essential core conditions on several occasions in his own therapeutic practice. He 
believes that empathy may not be desirable and could actually prevent therapeutic 
change - "although a warm and supportive therapist may make the client feel better, 
this temporary mood elevation could prevent the client from doing the hard work 
necessary for getting better" (Ellis, 1993 cited in Bums & Auerbach, 1996 pl41).
Ellis seems to be implying that empathy and unconditional positive regard empower 
the client in the short term but do nothing to change the underlying cognitive 
dissonance, dysfunctional assumptions, thinking errors and negative automatic 
thoughts. For example, a client presenting with a schema of'I am worthless', in therapy 
with a warm and supportive therapist may think - my therapist is being warm and 
supportive to me therefore I must have some worth and cannot be completely 
worthless' but unless this is reinforced further in this relationship and other 
relationships and the cause of this belief is identified and replaced, beyond a short term 
boost in self esteem and confidence, the schema will continue to permeate the client's 
cognitions, emotions and behaviour.
Within cognitive approaches to therapy, it is plausible that some clients may respond 
negatively to therapeutic warmth, thinking "I am undeserving of such caring . . .  I am 
deceiving the therapist because he appears to like me and I know I am worthless" 
(Beck et al., 1979 p49).
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In light of Ellis's criticisms, would this prevent progress in therapeutic work? If such 
negative thinking can be expressed and recognised in the session, it would seem that 
this would be very positive for therapeutic change. It is possible that the client's 
negative response to the therapist's warmth may only be a short term response and as 
the client effectively challenges and replaces his/her thoughts and schema of 
unworthiness, an alternative response to the therapist's warmth may be elicited. Such 
schema could be effectively challenged and replaced through the use of cognitive- 
behavioural techniques and in the therapeutic relationship. Hence, Willis & Saunder's 
postulation (1997), that the tools of cognitive therapy without the core conditions and 
vice versa are not solely sufficient for therapeutic change.
The therapeutic alliance as an effective tool in itself
"If the therapeutic relationship was a car, the cognitive therapist would use it to travel 
from A to B, whereas the psychodynamic or person-centred therapist would be a 
collector, spending hours polishing and fine-tuning each vehicle" (Willis & Saunders, 
1997 p55).
According to Willis & Saunders (1997), for clients whose problems are amenable to 
short term therapy, it is sufficient for the therapist to apply the core conditions and 
collaboration to the relationship for the 'therapeutic work' to proceed, i.e. the 
relationship exists as a 'mode of transport'; however, for clients experiencing more 
complex problems or longer term difficulties, the therapeutic relationship becomes 
more significant, i.e. the relationship is 'a collector's car'. The underlying assumption of 
this is that problems amenable for short term therapy are neither complex or ingrained 
but recent and relatively simple to resolve and only require an effective therapeutic 
alliance as a basis for the therapeutic work. If the alternative theoretical conception 
was applied and an interpersonal approach was always engaged in therapy, both short 
term and long term, would there be any difference in relation to short term and long 
term positive therapeutic change? What would seem to be significant is the extent to 
which the client's problems can be conceptualised as interpersonal in nature. If they 
are, then this would appear to be the most plausible and effective basis to work on in 
contrast or in addition to alternative therapeutic tools i.e. cognitive-behavioural 
techniques. However, in reality, can any problem fundamentally be classified as not 
interpersonal in nature as everything we do, influenced by our thoughts and feelings, 
influences all our relationships - to our selves and others in our lives and in the world.
Traditionally, it would seem that cognitive therapists believed that interpersonal factors 
hinder therapeutic work. Beck (1976) emphasised the therapist and client
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collaboratively problem solving rather than focusing on the client's "presumed deficits 
or bad habits" to enable the client to explore his/her difficulties with more detachment 
which will make him/her less prone to experience shame, inferiority and defensiveness. 
In other psychotherapeutic approaches, particularly Psychoanalysis, the therapist 
would principally be concerned with working specifically with such feelings of shame 
and inferiority and not trying to avoid or curtail them. It would also seem highly 
plausible for cognitive therapists to work specifically with such feelings as they would 
appear to be direct manifestations of underlying schema.
Within the literature on cognitive therapy, the therapeutic alliance/ relationship has 
recently been portrayed as a rich and informative mechanism for understanding and 
formulating a client's difficulties. "The relationship can provide an arena in which the 
client can practise alternatives or new behaviours, such as being angry with the 
therapist or expressing emotion rather than avoiding it; for clients who believe that 
people always let them down, the relationship in which the therapist does her best to 
be reliable and trustworthy can begin the process of challenging the client s beliefs 
(Willis & Saunders, 1997 p56). Within the therapeutic relationship, it is plausible that 
the client may display schema driven or schema maintenance behaviours as he/she 
would in relationships with other people and thus the therapeutic relationship in the 
here and now is very likely to mirror the client's difficulties/ psychological make-up and 
thus therapist's feelings and reactions are used in the 'service of therapy rather than 
allowing them to become 'obstacles' in therapy'. For example:-
"Sonja would weep in sessions, about how difficult everything was, how 
frightened she was o f never being able to cope. For many clients this would evoke 
empathy and understanding. However, with Sonja I  [therapist] would mentally walk 
out o f the door, and feel impatient and non-empathic with her tears. I  gently fed  this 
back to Sonja, how her crying and calls for help seemed to have the opposite effect to 
the one she wanted, which in turn made her fee l more desperate, and weep more. Her 
vyggf,,,,# we coMcepfW/W, was a  m fW  fW , an expreM/or, qfaadheM.
We then looked at how she might more effectively get the help she wanted, enabling 
her to test out different ways o f behaving outside sessions. Gradually, the weeping 
and wailing was replaced by more genuine expressions o f sadness and fear, in turn 
leading to a more genuine and helpful response from others. The therapeutic 
relationship, for Sonja, was in itself an important arena fo r change", (cited in Willis 
& Saunders, 1997 p 67)
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Persons (1989) upholds that the client's behaviour with the therapist is similar to his 
behaviour with others and that these interactions are driven by the client's underlying 
problems. The case formulation approach proposed by Persons views problems in the 
therapeutic relationship in the same light as any other presenting problem and uses the 
same techniques and interpersonal skills to understand and resolve it. This approach 
would appear to ally with the 'car as a collector's item' metaphor for the therapeutic 
relationship, emphasising the relationship as a therapeutic tool per se. However, within 
the concept of'an effective therapeutic alliance'. Person's also alleges that clients with 
different problems need different types of relationships with their therapists - "patients 
frightened of loss of autonomy need more interpersonal distance than those feeling 
unable to cope without support. Those who fear they will be rejected if they say the 
wrong thing need, at least at first, more structure and less open-ended time in the 
session than patients who feel the need to just say 'what's on my mind'. Those 
frightened of humiliation may be unable to tolerate any teasing or joking by the 
therapist, whereas others may find it a welcome relief' (Persons, 1989 p i65). This 
seems to imply that the 'core conditions' and 'collaboration' are not the sole 
requirements of an effective therapeutic alliance, individual interpersonal styles are also 
influential.
Conclusion
In concluding this paper and summarising the key arguments postulated, it would 
appear that within the theory and practice of cognitive therapy, there has been 
significant movement in the role the therapeutic relationship and therapist-client 
alliance plays, with a shift from conceptualising the relationship as a basis for technical 
interventions i.e. the active ingredient of cogmtive therapy, to the relationship being a 
central mechanism for positive therapeutic change. The relationship per se appears to 
play a very important role in both the theory and practice of cognitive therapy and this 
view is upheld by research and clinical practice; however, more research would appear 
to be necessary to ascertain whether an effective therapeutic alliance is the sole 
mechanism for change or an essential component along side other equally important 
and essential ingredients, which may in part be determined by how an.individual defines 
the qualities of the essential ingredients of therapy.
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SECTION 3 [ESSAY]
CRITICALLY EVALUATE THE CONCEPT OF TRANSFERENCE.
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Critically evaluate the concept o f  transference.
Introduction
The concept of transference is so broad that it is not possible within this essay to 
present a comprehensive study of transference or a review of all the literature but 
simply to discuss and evaluate specific areas of interest in relation to this concept. At 
the forefront of this discussion comprises the question what is transference? - how has 
this concept been defined and what does it encompass? A wide range of definitions and 
suggestions prevail within the field and literature of psychotherapy and psychoanalysis 
to such an extent that a complete review of this question would in itself comprise a full 
paper and therefore the aim of this essay is to present a sample of the work in this area 
as a basis for this specific question and for the discussion that follows.
The central focus of this essay is to critically evaluate specifically identified areas in 
relation to the concept of transference that have given rise to discussion; for example, 
the subjectivity of transference interpretations; the conceptualisation of transference as 
a defence for both the therapist and the client; the role of transference in the 
therapeutic relationship; the specificity of transference to therapy; and why the 
development of transference appears to be so much more pronounced within a 
therapeutic relationship as opposed to everyday transference-based expressions.
The concept of transference
Bateman & Holmes (1995) define transference as: "a process by which the patient 
transfers onto his analyst past experiences and strong feelings - dependency, love, 
sexual attraction, jealousy, frustration, hatred which he previously experienced in 
relation to significant persons such as his mother, father, or siblings earlier in life . . . 
the patient is unaware o f this false connection and experiences the feelings not as i f  
they belong to the past but as directly relevant to the present" (p 97).
The above definition seems to imply that feelings towards significant people in an 
individual's past life are re-experienced with a therapist in the present day. Bollas 
(1987) sees transference in a different light, propounding that transference is not 
merely the 're-living' of a past experience but is fundamentally a new experience which 
has not previously been thought about and is now being given that time and space.
The phenomenon of transference was originally conceptualised by Freud (1905) in the 
following way: "What are transferences? They are new editions o f facsimiles o f the 
tendencies and phantasies which are aroused and made conscious during the progress
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o f the analysis; but they ha\>e this peculiarity which is characteristic for their species, 
that they replace some earlier person by the person o f the physician" (pi 39).
Transference became an "expression of a pathological oedipal attachment to the 
analyst which represented the individual's earlier relationship to parental figures" 
(Freud, cited in Langs, 1981).
Comparing this definition to the previous one, it can be seen that transference based 
expressions have already extended from simply a re-enactment of parental relationships 
to relationships with siblings and/or other significant people in an individual's life.
According to Bateman & Holmes (1995), Freud saw a dual aspect to transference: 1) 
as a resistance to 'verbalised recollection' and 2) as a re-presentation of infantile 
conflict in a way that is therapeutically useful and it has been said that in general, the 
contributions to the study of transference after Freud have not led to any fundamental 
advance on his views (Sandler et al., 1981) but are essentially a restatement and 
elaboration of Freud's basic ideas (Langs, 1981).
Freud distinguished between positive and negative transference i.e. the transference of 
affectionate feelings from that of hostile feelings. His work purports that negative 
transference is found side by side with positive transference and is often directed 
simultaneously towards the same person i.e. an individual can experience hostile and 
affectionate feelings at the same time towards his/her mother, father or other 
significant person.
In view of this fact that positive and negative transferences are interlinked, it has been 
suggested that one cannot be analysed without the other (Langs, 1981). Following this 
assumption, in theory, it can be seen that it would be plausible to 'interlink' the 
respective interpretations of positive and negative transference; however, in practice, 
do positive and negative transferences in relation to a particular individual occur in 
. conjunction with one another or is it the case that either a positive transference or a 
negative transference comes in to play in the therapeutic relationship? The following 
example would appear to suggest that only one type of transference is acted out at any 
one time, in this case a negative transference; however, it could be argued that it is 
because of the individual's feelings of love and affection towards her father that she 
experienced such powerful emotions of anger and hostility in response to his 'rejection':
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"a 28 year old woman who had a rejecting and workaholic fa ther. . . reported 
that she had seen her analyst on his bike and had waved at him; he had not returned 
her greeting but had ignored her. She began to berate him in the session and accuse 
him o f being cruel. Since the analyst had not seen her he commented that although he 
could understand that she had fe lt rejected by him in the street, in reality he had not 
seen her and so could not have acknowledged her . .  ■ what was important was the 
way in which past experience had sensitised her to such unintentional rejections"
(cited in Bateman & Holmes, 1995 pl04).
Klein adopted a different perspective to Freud on the concept of transference. 
According to Langs (1981), she extended the recognised range of transference 
expressions and viewed transference as "a form of object relationship having pre- 
oedipal as well as oedipal roots" (p9). Klein saw transference as a representation of 
unconscious fantasy reflecting the relationships of the internal world, with this 
constituting continual interaction between reality and the unconscious both in the past 
and the present (Bateman & Holmes, 1995).
Greenache (1981) referred to a 'basic transference' or 'primary transference' which 
develops "from the original mother-infant quasi-union of the first months of life" (pl8). 
This conceptualisation appears to stem from a Kleinian perspective and seems to 
propound that transference occurs initially in relation to childhood experiences and 
feelings toward the mother, as this is the principal and primary relationship an infant 
has in life and subsequent transferences develop in accordance with the child 
developing multiple relationships with other significant people in his/her life, namely 
the father and siblings etc. In theory, again, this idea would seem logical but in practice 
its assumptions can be seen to be problematic - for example, children who are 
abandoned or orphaned at birth will not have this 'mother-infant quasi-union' in the 
first few months of life; children from single parent families may not have the 
opportunity to form multiple relationships with fathers or siblings - how do instances 
such as these affect, firstly, an individual's ability to form relationships and secondly, 
how will this alter the development of transference in a relationship? It can, however, 
be argued that this first bond does not necessarily have to be the mother of the child 
but can come from any primary care-giver and subsequent relationships do not have to 
be specifically formed with the father or siblings but to any person offering similar 
qualities and characteristics to a relationship.
According to an Existential perspective, transference is the way that an individual uses 
unconscious organising principles to understand life around him (Stolorow et al..
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1987) i.e. assuming a viewpoint that transference is simply a normal cognitive activity 
and not a pathological distortion of reality.
From the above, it can be seen that there are many different perspectives on the 
definition of transference and according to Bateman & Holmes (1995), there is general 
agreement about the existence of transference as a phenomenon but there is 
deliberation concerning the content of transference and the centrality and significance 
of the interpretation of transference as a therapeutic intervention.
It has been said that "the designation by the analyst of a particular communication or 
behaviour from the patient as transference-based entails considerable subjective 
evaluation" (Szasz, 1981 p25).
How is a particular communication or behaviour from a client classified as 
transference? Who decides whether a client is responding to a therapist in a 
'transferential relationship' as opposed to a 'real relationship'?
According to Langs (1981), "in the main, there are no empirical criteria with which 
one may confidently identify transference based expressions" and yet therapists, as a 
significant part of their analytical work are making interpretations that a client's 
experience is not reality based but is in fact a re-enactment of a past relationship 
originating from their childhood.
If the concept of transference cannot be clearly defined, how can a client's response be 
declared as transference based or non-transference based? If there is no set criteria for 
how to identify transference based expressions, how can one assume that a 
psychoanalyst knows when a client is interacting in a transferential .manner of 
response?
It can be argued that experienced psychoanalysts will have developed a working 
definition within their clinical practice to identify what transference is and when it 
comes into play in the relationship but can one assume that a valid and objective 
definition for this classification is adopted and what is the situation with inexperienced 
psychoanalysts? How do new therapists training in the field know how to identify 
transference - on whose criteria do they base their definitions?
It could be argued that a therapist's judgement of whether a client's experience is 
transference based or not may be validated by the client, therefore removing the
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subjectivity of the therapist's interpretation; however, from an analytical point of view, 
ultimately a therapist can interpret a negative validation as denial and/or resistance by 
interpreting that the client is simply unaware of the connection to past relationships.
It has been suggested that the concept of transference can in itself be viewed as a 
defence to protect the therapist against the implications of transference. According to 
Szasz (1981), "If the patient loves or hates the analyst, and if the analyst can view 
these attitudes as transference, then, in effect, the analyst has convinced himself that 
the patient does not really love or hate the analyst, but some one else" (p31).
According to Bateman & Holmes (1995), transference may become the resistance to 
resolving any underlying conflict. This statement appears to infer that the concept of 
transference correlates with the function of defence mechanisms. Is transference simply 
a defence mechanism and if this is the case, in what way is transference different or 
more important than any other defence mechanism?
It has also been said that a client's transference serves as a defence against a therapist's 
own transference i.e. countertransference. To what extent can this be said to be true? 
Is transference simply a convenient excuse for the therapist, a way out of a difficult and 
uncomfortable position in a relationship to a client? To assume this viewpoint, it would 
seem that one would have to favour the conclusion that transference is not an essential 
and central component of therapy and therefore would be dependent on an individual's 
perspective on the role transference plays in a therapeutic relationship.
Freud's original standpoint on this issue was that transference was a hindrance to the 
therapeutic process and had a contaminating influence (Bateman & Holmes, 1995). 
However, his conceptualisation of the phenomenon changed to such an extent that 
Freud came to view transference as "the source of extensive insight into the nature of 
the analytic relationship and experience and the key to the delineation of the analytic 
work necessary for the insightful, adaptive resolution of the patient's emotional 
disturbance" (Langs, 1981 p3). Transference became the most important
representation of the unconscious foundations of the client's psychopathology, 
providing a clear and accessible route to the inner world of the client, the road to the 
unconscious, not dissimilar to the interpretation of dreams. The following extract cited 
in Spitz (1956) illustrates this point :
"take the case o f that female patient o f mine who, after nearly a year's 
analysis with me, in connection with a dream, expressed the opinion that I  was the
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owner o f a head o f rich, somewhat curly brown hair. Confronting her with the sorry 
reality made it easy to lead her to the insight that the proprietor o f that tonsorial 
adornment was her father, and thus to achieve one little step in the clarification o f 
her insight both in regard to the emotions she fe lt towards me and to those which she 
had originally felt towards her father" (p384).
In view of the debate that there is no set criteria for defining transference and that the 
designation of a transference based expression can be evaluated as subjective, it can be 
inferred from the above example that providing the material or behaviour the client is 
displaying or communicating in the present can be linked to the therapists existing 
knowledge on the client’s past, anything can be interpreted as transference. However, it 
can be argued that again the perspective an individual adopts in relation to this issue 
depends upon how they define transference and how central they view the experience 
and interpretation of transference to a therapeutic relationship.
According to Klein, Langs (1981), and others, the term transference is used to describe 
the entire therapeutic relationship between a client and a therapist but to what extent is 
this the case?
Clarkson (1995) propounds that there are a multiplicity of relationships in 
psychotherapy of which the transference relationship is but one. Szasz (1981) argues 
that not everything that is experienced during the course of analytical work is 
transference and gives the following example to illustrate this point : "If the analysis 
appears to make no progress, the patient has, in my opinion, the right to be angry, 
and his anger need not be a transference from childhood" (p95).
It has been argued that the concept of transference is problematic in the analysis with 
children as the parents are usually still in the here and now of the child's life (Sandler et 
al., 1981 ) and indeed Freud (1933) proclaimed that for this reason transference plays a 
different part in the analysis of children as opposed to adults.
Is this suggesting that transference can only occur when the people in relation to the 
transference expression(s) are in the past? Just because the parents still play a part in 
the child's life, is it not possible that the child still has experiences and feelings towards 
his/her parents prior to the present relationship that can be transferred in a therapeutic 
relationship?
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It can also be argued that the parents of some adults in therapy might still be very 
much part of the client's present life and therefore does this also make a difference to 
the occurrence and interpretation of transference in therapy? In response to this, it 
would seem plausible to raise the issue whether transference is specific to therapy or 
indeed if transference expressions can be identified in an individual's life outside of the 
analytical relationship?
It has been argued that it is a general human trait to interpret one's experiences in 
relation to the past (Fenichel, 1945; Gray, 1994) hence it is proposed that all 
relationships have an element of transference in them, be that a therapist-client 
relationship, a doctor-patient relationship, a marriage, friendships and work 
interactions (Szasz, 1981). If this is true and transference does not simply occur in the 
analytical situation, how important is the interpretation of transferential expressions to 
the client? If transference occurs universally in relationships, is the resolution of 
'underlying conflict' dependent on the therapist's verbalisation of what is going on in 
the transference or is it sufficient for the client to work through such conflict by simply 
experiencing the transference? and if transference does occur in all relationships, why 
is the experience and interpretation of transference so fundamental in a therapeutic 
relationship?
In response to this, it has been argued that transference needs interpretation to 'bring it 
to light' (Bateman & Holmes, 1995) i.e. to make it accessible to the client's conscious 
awareness; for without this insight, the client is likely to continue to repeat and act out 
past relationship patterns/behaviours in his/her life. According to Bateman & Holmes 
(1995), it is the analysis and interpretation of the transference as 'lived out' with the 
therapist that is the requirement for an effective therapeutic 'cure'.
Hoffer (1956) claims that the analytic situation is simply a variant of human 
transference relationships and in view of this, it has been said within the literature that 
two classes of transference exist: one analytic, the other non-analytic. If this is so, why 
is it that the development of transference seems so much more pronounced in the 
therapeutic relationship as opposed to everyday relationships in an individual's life?
According to Klein (as cited in Langs 1981), "it is characteristic o f psychoanalytic- 
procedure that, as it begins to open up roads into the patient's unconscious, his past 
(in its conscious and unconscious aspects) is gradually being revived. Thereby his 
urge to transfer his early experiences, object relations and emotions is reinforced and 
they come to focus on the psychoanalyst” (plO) and this, it is said, is one of the
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predominant reasons why transference is possibly more recognised and adhered to in a 
therapeutic relationship.
Another argument suggests that it is the neutrality of the therapist in psychoanalysis 
that specifically facilitates the development of transference-based expressions i.e. the 
therapist acts as a blank screen for the client to project any feelings, desires and 
repressed gratifications etc. onto; however, this can be seen to be problematic. Is it 
possible for a therapist to be a complete blank screen to a client? A therapist might try 
to transpire him/herself as a blank screen; however, factors such as the therapist's 
clothing and consulting room, their style and the way they conduct their practice tells 
the client something about the therapist and therefore removing to a certain degree an 
element of that blank screen.
In drawing this discussion to a close and concluding this essay, it can be seen that 
many viewpoints exist in relation to the concept of transference. The concept was 
originally defined close to a century ago and since that time many developments and 
debates have occurred concerning the nature and significance of transference, 
however, having said this, transference is still viewed today as a central component 
within the field and practice of psychoanalysis, with some theoreticians believing that 
the concept of transference is very much underdeveloped and under-utilised (Bird,
1981).
In view of the above discussions, it can be argued that regardless of the diverse 
opinions that prevail psychoanalysis and psychotherapy in relation to the concept of 
transference, one of the most important issues that can be raised from this evaluation is 
the significance of the therapist in recognising transference in a relationship with a 
client as then both the therapist and the client are in a position to review the 
implications of this recognition.
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SECTION 4 [ESSAY]
TRANSACTIONAL ANALYSIS GAMES : THE ALCOHOLIC.
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Transactional Analysis Games : The Alcoholic
The aim of this essay is to introduce the transactional analysis (TA) concept of games 
and discuss one such game, the alcoholic, in light of transactional analysis and other 
theoretical perspectives, models of substance misuse and addiction, clinical practice 
with alcohol dependent clients and implications for therapy.
Transactional Analysis Games
Within transactional analysis, the concept of games refers to 'psychological games' 
played according to predetermined rules (Stewart & Joines, 1991). These games are 
repetitive and played outside of awareness of the 'adult ego-state' ("a set of behaviours, 
thoughts and feelings which are direct responses to the here-and-now, not copied from 
parents or parent-figures [parent ego-state] nor replayed from the individual's own 
childhood [child ego-state]" Stewart & Joines, 1991 p326). According to Berne 
(1964), games are passed on from generation to generation, in the absence of 
successful intervention, in our 'life script' ("an unconscious life-plan made in childhood, 
reinforced by the parents, 'justified' by subsequent events", Stewart & Joines, 1991 
p330). Game players are said to seek out individuals who play games which interrelate 
with their games and are played with most conviction by 'sulks' - a man who is angry at 
his mother, since childhood, or a woman who is angry with her father, and 'jerks' - 
individuals who are said to be overly sensitive to their parental influences.
Games comprise a series of 'ulterior transactions' ("a transaction in which an overt 
message [communication at a social level] and a covert message [communication at a 
psychological level] are conveyed at the same time", Stewart & Joines, 1991 p335), 
engaging two or more ego-states simultaneously in one transaction e.g. adult to adult 
at a social level and parent to child or child to parent at a psychological level.
According to Karpman (1968), whenever someone plays a game, they are stepping 
into one of three 'life-script' roles: persecutor - 'I'm okay, you're not okay'; rescuer - 
'I'm okay, you're not okay'; or victim - 'I'm not okay, you're okay - the drama triangle > .......
Persecutor Rescuer
Victim/
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Every game goes through a sequence of six stages - the Game Formula (Berne, 
1964):-
CON + GIMMICK = RESPONSE SWITCH CROSSUP PAYOFF 
(Q  (G) (R) (S) (X) (P)
Con is the transactional stimulus, at the psychological level, inviting the respondent to 
play a game. Gimmick is the transactional response, at the psychological level, 
accepting the game invitation. Response consists of the series of ulterior transactions 
that follow repeating the psychological 'messages' of con and gimmick i.e. game 
transactions. Switch is the point in a game where one of the players changes roles i.e. 
from rescuer to victim or victim to persecutor etc. in order to collect his/her payoff, 
the 'racket feeling' ["familiar emotion, learned and encouraged in childhood, 
maladaptive as an adult means of problem solving" Stewart & Joines, 1991 p332] 
experienced by the game player at the end of the game. Crossup is the moment of 
surprise and/or contusion experienced by the game players in response to the switch in 
roles.
Why do people play games? According to Berne (1964), game playing maintains script 
beliefs - the payoff of games confirms and reinforces our beliefs about self, world and 
others, maintaining our life-position i.e. I'm (not) OK - you're (not) OK [corral matrix]; 
games are a means of receiving 'strokes' ["a unit of recognition" Stewart & Joines, 
1991 p334] required to maintain physical and psychological well-being i.e. the payoff, 
which can be a 'positive stroke' ["a stroke which the receiver experiences as pleasant" 
Stewart & Joines, 1991 p332] or a 'negative stroke' ["a stroke which the receiver 
experiences as unpleasant" Stewart & Joines, 1991 p331]; and games enable us to 
avoid situations that challenge our script and life position i.e. our frame of reference 
which would cause the game player excessive anxiety and distress.
Various types of games have been identified within transactional analysis - life games 
[e.g. kick me, see what you made me do]; marital games [e.g. courtroom, frigid 
woman]; sexual games [e.g. perversion, rapo]; party games [e.g. why don't you- yes 
but]; underworld games [e.g. cops and robbers]; consulting room games [e.g. I'm only 
trying to help you]; and good games [e.g. busman's holiday] which can be played in 
various degrees: first degree games which are said to be socially acceptable in the 
player's circle; second degree games which the players prefer to play in secret but from 
which no permanent or irreparable injury (physical or psychological) results; and third
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degree games which according to Berne (1964), usually end up in a surgery, the 
courtroom or a morgue.
Reflecting on games from other theoretical perspectives, it could be said that in 
relation to the cognitive-behavioural paradigm, people play games to confirm their 
schema, core beliefs about self, world and others developed from early experience and 
act in relationships in accordance with these beliefs. Game playing would appear to 
reflect a dysfunctional assumption which needs to be challenged and replaced with 
more functional means of maintaining psychological well-being. In respect of the 
psychoanalytic paradigm, games are unconscious and played outside of awareness of 
the ego by the superego (parent ego-state) and/or id (child ego-state). They are seen in 
action by means of transference in a relationship and act as defence mechanisms 
reflecting an unresolved Oedipus complex.
The ’Alcoholic* Game
According to Berne (1964), the TA life game 'alcoholic' looks at the kind of social 
transactions that are related to excessive drinking and within this game five roles are 
identified :-
1. Alcoholic - the central role of the game. The player is referred to within the game 
as ' White'.
2. Persecutor - the primary supporting role in the game who is typically played by a 
member of the opposite sex and usually the spouse of the alcoholic.
3. Rescuer - this is usually played by someone of the same sex and is often the family 
doctor who is interested in the patient and problems associated with alcohol.
4. Patsy/Dummy - this role refers to "the delicatessen man who extends credit to 
White, gives him a sandwich on the cuff and perhaps a cup of coffee without either 
persecuting him or trying to rescue him" (Berne 1964 p 64-5). This has been said to be 
frequently played by White's mother who gives him money and sympathises with him 
about his 'not understanding' wife. White explains his need for money by a seemingly 
plausible account which neither White nor Patsy believe to be true and are fully aware 
that the real intention of the money is to buy alcohol. Patsy is usually a lonely person, 
who personally gains through being nice to the alcoholic. Patsy can sometimes move 
into another role, the Agitator - a 'good guy' who extends invitations for alcohol 
"come and have a drink with me [and you will go down faster]" (Berne, 1964 p65).
5. Connexion - this role is often played by the bartender or liquor clerk and is White's 
direct source of alcohol supply. It is said that this role is "in a way the most meaningful 
person in the life of the alcoholic" (Berne, 1964 p65). This player plays a different role 
to other players in the alcoholic game as at some point a 'good' bartender refuses to
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serve the alcoholic anymore alcohol and White is then left without supplies at that time 
unless he can find another Connexion to supply his needs.
In relation to the theoretical concept of games in TA as outlined above, within the 
'alcoholic' game, 'White - the alcoholic' would appear to be in the life-scnpt role of 
victim. 'Persecutor' would appear to be in the life-script role of persecutor and 'rescuer 
in the life-script role of rescuer. However, 'persecutor' is said to be often played by the 
spouse of the alcoholic and would the spouse always necessarily have been a 
persecutor? It is possible that the alcoholic in the victim life-script specifically sought 
out a persecutor spouse to interlock with his life position and game playing or it is 
possible that the spouse has switched roles from either being initially a victim or 
rescuer to a persecutor over time as a result of being persecuted herself through her 
spouse's drinking. 'Patsy' is said to neither persecute nor rescue; however through 
being nice to White, is she not rescuing him from all the other persecutor's in his life? 
'Patsy' is said to be a lonely person and thus would appear to be in the life-script role of 
victim and 'White' is her rescuer. 'Connexion' would appear to be in the hfe-scnpt role 
of rescuer through supplying the alcoholic with his alcohol but switches roles to 
persecutor at the point when he refuses to supply White with any more alcohol.
According to Berne (1964), in this game "drinking itself is merely an incidental 
pleasure having added advantages, the procedure leading up to the real culmination, 
which is the hangover (p65) . . .  for the alcoholic the hangover is not as much the 
physical pain as the psychological torment (p66)". The drinking would appear to be a 
positive stroke i.e. experienced as pleasurable and the hangover the payoff, a negative 
stroke i.e. unpleasant confirming the victim life-script position - I'm not okay, you're 
okay. But can a stroke come from an inanimate object i.e. alcohol? If it can, the 
alcohol itself can be seen in the life-script role of either rescuer or persecutor at 
different times dependent on the function of the drinking and the consequences of the 
drinking behaviour; however, alcohol does not have emotions, cognitions and 
behaviours i.e. ego-states and therefore is not able to respond in game transactions 
with the alcoholic even though the alcoholic may be relating to the alcohol in a game 
relationship.
Five roles have been identified within this game although, this does not necessarily 
involve five people. According to Berne (1964), the spouse can play up to three 
supporting roles: at night, Patsy, undressing him and putting him to bed; in the 
morning, persecutor, shouting at him for his unacceptable behaviour the night before; 
and in the evening, rescuer, imploring him to stop his drinking behaviour. Though it is
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also possible for the spouse to play connexion and provide White with a supply of 
alcohol at home.
Is it necessary for all five roles to be active for stimulus and response transactions in 
this game as it would seem that the alcoholic is engaging in a game transaction with 
each role separately, with the alcoholic eliciting the con i.e. invitation to play a game 
and either persecutor, rescuer, Patsy, or Connexion responding as gimmick at any one 
time accepting the invitation for a game transaction to take place. Though in turn, it 
would seem that equally, either the persecutor, rescuer, Patsy or Connexion could be 
eliciting a con transaction stimulus for the alcoholic to respond to in accepting the 
game transaction in view of the fact that people seek out others who play interrelating
games with theirs.
Games appear hard to differentiate and for each role in the alcoholic game, other game 
playing can be identified, namely, the alcoholic could also be seen to be playing 
wooden leg or poor me - what else can you expect from someone who is sick and has 
alcoholism, i.e. reflecting the medical model of substance misusing behaviour that 
alcoholism is an illness. The alcoholic could also be playing the game kick me and 
inviting people to persecute him to reinforce his victim life-position. The persecutor 
could be engaging in marital games, for example, frigid woman or courtroom, or the 
game look what you've done to me to maintain and reinforce her own life-position, 
script beliefs and means of attaining strokes. The rescuer could be playing the game I m 
only trying to help you etc. etc.
Stewart & Joines (1991) addressed this in their conceptualisation of TA games, stating 
that not every game that Bernes (1964) identified was a game but racketeering [''mode 
of transacting in which the individual seeks strokes from others for his or her racket 
feelings", Stewart & Joines, 1991 p332]. What differentiates a game from a racket is 
the switch in life-script roles to get the payoff. Therefore in relation to the alcoholic 
game, unless one role switches to another life-script role i.e. from persecutor to victim 
or rescuer etc. then the alcoholic is not a game but a racket. ........
It appears from this that an individual can change what life-script role they are relating 
in as they can ego-state depending on who they are in a transaction with.
Within the alcoholic game, the alcoholic is referred to as male with the persecutor as 
female and the rescuer as male. Does this assume that alcoholism is a male only 
behaviour and doctors are a male only profession? This literature on the alcoholic
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appears to reflect society's values and status at the time of writing but in today's 
society, this is not the case, with alcoholics and doctors being female as well as male 
and thus equal candidates for any of the roles in the alcoholic game.
Clinical Example
"A 44 year old male was referred by his General Practitioner to a community 
substance misuse service after presenting with his wife who "can't take anymore" and 
"will leave him i f  he does not stop drinking".
In relation to the alcoholic game, the client is the alcoholic who is in the victim life- 
script role. The wife is the persecutor saying she will leave him unless he stops 
drinking having switched from possibly Patsy and/or rescuer. The GP is the rescuer 
and so is the substance misuse service. To the wife, the alcoholic, her husband is the 
persecutor and she is the victim, though it would seem that she is playing a different 
game that interlocks with the alcoholic game. Initially the alcoholic elicited a con 
transaction and his wife a gimmick interaction locking them into the game playing. The 
ulterior transaction "I will leave you if you don't stop drinking" would appear to be the 
switch in the game formula with the social message in this transaction being from adult 
to adult ego-state but the psychological message communicating from parent (spouse) 
to child (alcoholic). The payoff for the alcoholic is that he will be rejected and 
abandoned in maintenance of his victim life-script position.
Therapy
The aim of therapy in transactional analysis games analysis would be to facilitate 
awareness of the alcoholic into his game transactions and encourage alternative 
stimulus transactions that do not invite the respondent into game playing. With the 
above clinical example, it would seem that the most effective therapeutic intervention 
would be to engage both the alcoholic and his spouse in couple therapy as both are 
involved in game playing whether the same game or different. For example, if a 
therapist was working on an individual basis with the alcoholic he/she could help the 
client to recognise the games transaction he is playing and assist him to not invite 
others into a game transaction i.e. con transaction; however, in a different dynamic, the 
client might still be seduced into game playing through transacting with individuals 
playing a different game i.e. the alcoholic can still be the gimmick in relation with his 
wife as even if the alcoholic stops playing his game, his wife may still invite him into 
her interlocking game. It is fundamental that the therapist does not unconsciously 
accept an invitation into game playing and engage with the client in the alcoholic game
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in any of the supporting roles e.g. persecutor or rescuer but steps off the drama 
triangle and cuts across con's expectations of what one is supposed to do at that stage 
in the game. Training, theoretical knowledge, personal therapy and supervision are all 
means of assisting the therapist to respond appropriately in therapy and recognise 
games transactions in themselves and their clients so therefore not inviting or accepting 
invitations into game transactions within the therapeutic relationship. However, a 
therapist cannot stop a client responding in a game response or eliciting a game 
invitation and it is likely that if a client does not want to step out of his/her game 
transactions he/she will probably drop out of therapy and happily continue playing 
games with corresponding others, in this case, playing the alcoholic role with any 
gimmick's accepting to play a role in this game.
Why would an individual want to stop playing games if games are a powerful means of 
ascertaining strokes fundamental to physical and psychological well-being? If the game 
playing is stopped the strokes will cease, therefore a significant aspect of therapy 
would be evaluating alternative non-game playing means of ascertaining the required 
strokes to maintain psychic equilibrium.
In Berne's description of the alcoholic game (1964), in relation to the role of the 
rescuer he cites that "the doctor successfully rescues the alcoholic from his habit. After 
White has not taken a drink for six months they congratulate each other. The following 
day White is found in the gutter" (p64). This would seem to reflect that whilst the 
alcoholic was in treatment with his GP, he did not need the payoff of alcohol as he was 
receiving sufficient strokes for well-being from the GP who was successfully rescuing 
him; however, termination of this rescuing behaviour also meant termination of his 
alternative strokes leading to a necessary return to the alcohol to provide the strokes.
In relation to the treatment of alcohol misusing clients, McMurran (1994) has 
conceptualised a model of motivation to change: precontemplation, where an 
individual is unaware or unconcerned by the consequences of his/her behaviour; 
contemplation, where, an individual knows that a problem, exists and is contemplating 
changing; action where an individual is effecting change; and maintenance where an 
individual is maintaining the changes over time. In relation to the alcoholic game, the 
alcoholic him/her self has been said to be relating in the victim life-script role 
purporting I'm not OK, you're OK. In relation to McMurran's model, this reflects the 
contemplation stage i.e. the alcoholic becomes aware that his/her alcohol misusing 
behaviour is dysfunctional and problematic to self and significant others in his/her life. 
In relation to TA game playing it would seem that whilst individuals are transacting in
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ulterior games transactions, they are precontemplative and move into contemplation as 
a consequence of the switch in the game formula or when the payoff is not sufficient to 
maintain psychic equilibrium.
Transactional analysis game analysis would only be one conceptualisation available to 
the therapist in his/her formulation and therapeutic interventions with a client. 
Therapists practising in a cognitive-behavioural framework could use interventions 
focused on reflecting the dysfunctional nature of alcohol as a means of maintaining 
physical and psychological equilibrium through reality testing, collecting evidence for 
and against the functional versus dysfunctional assumption^ and challenging and 
replacing negative beliefs about self, world and others. Alternatively, psychoanalytic 
therapists might choose to increase the client's awareness of their relationships through 
communicating transference and countertransference based interpretations thus moving 
such relationship patterns into consciousness and either of these approaches could be 
used with clients on an individual, group or family level.
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SECTION 5 [REPORT]
THE TREATMENT OF DEPRESSION IN PRIMARY CARE.
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The Treatment o f Depression in Primary Care
The aim of this report is firstly, to introduce the topic by briefly discussing the nature 
of depression and how it has been defined; secondly, to outline the main options 
available in primary care for the treatment of depression; thirdly, to evaluate the 
effectiveness of each method in terms of the respective advantages and disadvantages; 
and finally, to review the efficacy of each treatment method in relation to the 
alternative options.
Depression has been defined as: "a mood state characterised by a sense of inadequacy, 
a feeling of despondency, a decrease in activity or reactivity, pessimism and sadness" 
(Reber, 1995).
It has been said that 1 in 20 people suffer from depression at any one time. Most 
people have felt like this at one stage in their lives but what distinguishes this from 
clinical depression'? Namely, when such feelings prolong beyond the time period 
considered 'normal'. Depression is then classified as a mental illness if it meets the 
criteria specified in the Diagnostic and Statistical Manual (DSM IV) or the 
International Classification of Diseases (ICD-10). The ICD-10 differentiates 
depression into mild, moderate or severe whilst the DSM IV talks about depression in 
terms of major depressive episodes and whether these are recurrent or just a single 
episode.
Within Psychology, definitions of depression have been conceptualised under four 
perspectives:-
The biological perspective propounds that depression is generic, stating that the 
tendency to develop depression appears to be inherited. This is caused by a 
biochemical abnormality in two neurotransmitters that control our moods - Serotonin 
and Noradrenaline and it is hypothesised that depression is associated with a deficiency 
in one or both of these neurotransmitters.
The cognitive perspective advocates that depression results from how an individual 
views him/herself and the world. Theories by Beck and Seligman suggest that 
individuals who become depressed possess a trait-like depressive cognitive style that 
predisposes them to periods of depression. Beck's theory suggests that individuals 
prone to depression have developed a general attitude of appraising events from a 
negative and self-critical viewpoint and tend to magnify failures and minimise successes
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and they tend to blame themselves rather than the circumstances when things go 
wrong. Seligmarïs theory talks about learned helplessness and states that people 
become depressed when they believe their actions make no difference in bringing either 
joy or pain and depression results from an expectation of future helplessness.
The psychoanalytic perspective interprets depression as a reaction to loss. Whatever 
the nature of the loss (e.g. bereavement, redundancy, loss of social status) the 
depressed person reacts to it intensely because the current situation brings back the 
fears of a loss that occurred in childhood - that being the loss of parental affection. The 
theory propounds that an individual's need for affection and care was not satisfied in 
childhood and a loss in later life causes the individual to regress to the helpless and 
dependent state when the original loss occurred.
Finally, the behavioural perspective assumes that a lack of reinforcement plays a major 
role in depression. The inactivity of the depressed person and the feelings of sadness 
are due to a low rate of positive reinforcement and/or a high rate of unpleasant 
experiences.
(Atkinson et al., 1990).
Broadly speaking, there are three main options available in primary care for the 
treatment of depression: 1) the use of pharmacotherapy - prescribing anti-depressant 
medication; 2) a referral for therapy through counselling, a Community Mental Health 
Team (CMHT), psychiatric services or psychological services; and 3) a combination of 
pharmacotherapy and psychological therapy.
When a patient presents with depressive symptoms (for e.g. tearfulness, loss of 
interest/motivation, fatigue, insomnia, hopelessness, loss of appetite, suicidal ideation 
etc.) the General Practitioner has to make a decision as to which method of treatment 
would be the most appropriate for the patient. The choice of treatment mainly depends 
on the severity of the depression, the nature of the symptoms and how long the patient 
has felt this way. Some of the other characteristics that are taken into account are the 
patient's age, whether they are currently on medication, whether there is any evidence 
of a pre-existing medical condition or if there is a family history of depression.
The use of anti-depressants was first introduced in 1958. Originally, there were two 
main groups of anti-depressant drugs: Monoamine Oxidase Inhibitors (MAOI) and 
Tricyclic Compound Anti-depressants (TCA) but over the years, newer anti­
depressants have been introduced, namely, Selective Serotonin Re-uptake Inhibitors
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(SSRI) as they are believed to be safer and have fewer side effects for the patient. The 
general aim of anti-depressants is to increase the low levels of Serotonin and 
Noradrenaline in depressed individuals.
The advantages of anti-depressants are firstly, that in general, it is a relatively short 
time before the individual begins to feel an effect (usually anti-depressants only take 
two weeks to 'kick in'); and secondly, according to evidence, anti-depressants are very 
effective at relieving symptoms - they double the likelihood of improvement within one 
month and research statistics show that sixty-five to seventy-five per cent recover on 
anti-depressants by six-twelve weeks (Blacker, 1996).
Having said this, there are also a number of disadvantages in taking anti-depressants, 
namely: 1) ten-twenty per cent of patients do not respond to anti-depressants (Parish, 
1991); 2) all anti-depressants have side effects (for e.g. dry mouth, blurred vision, 
constipation, weight gain, nausea, headaches, dizziness, drowsiness), although, it has 
been said that the side effects usually wear off within two-three weeks; 3) anti­
depressants do not 'cure' depression, they merely provide a 'relief from symptoms; 4) 
evidence shows that compliance is poor in taking prescribed anti-depressants; 5) there 
is a fifty per cent risk of relapse if treatment is stopped prematurely (Montgomery, 
1993) and this is more likely to occur if treatment is stopped in the first six months 
(Prien & Kopfer, 1986).
The use of psychological therapy is an alternative option available to G.P.'s in the 
treatment of depression. Therapy can take the form of brief-focused/short-term 
psychological therapy comprising six-twelve sessions, or in contrast, longer-term 
psychotherapy over a number of months or years. Therapy can be practised at an 
individual or a group level and can also include liaison with a respective partner/spouse 
or family. Cognitive-behavioural therapy attempts to identify and correct the distorted 
thinking and behaviour underlying the depression and aims to help the individual 
receive more positive social reinforcement and not internalise blame and failure to all 
their actions. Psychoanalytic therapy focuses on loss and looks at over dependence on 
external approval and the internalisation of anger (Atkinson et al., 1990).
It can be seen from the above material that the different treatment options available for 
depression are in fact parallel to the psychological perspectives of depression outlined 
earlier; with the cognitive, behavioural and psychoanalytic therapies going hand-in- 
hand with the cognitive, behavioural and psychoanalytic perspectives of depression
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whilst the biological perspective goes hand-in-hand with the use of anti-depressants in 
the treatment of depression.
Again, there are both advantages and disadvantages in the use of psychological therapy 
as a treatment method for depression. The advantages of therapy are as follows 1) 
therapy attempts to identify the underlying cause of the depression and thus minimises 
the potential for relapse; 2) it does not require taking a tablet every day over a long 
penod of time and for some people this is quite important; and 3) there are no side- 
effects unlike anti-depressants. Looking at the disadvantages: in therapy, it can take 
some time before the client begins to feel better, unlike anti-depressants where patients 
usually begin to see an effect within two weeks of treatment. Therapy can be a painful 
process, for example, someone who is depressed due to abuse in their childhood, going 
back over that material in order to accept and come to terms with the event and their 
subsequent emotions is a very difficult and painful experience and consequently, in 
therapy, the client's feelings of depression may get worse before they can get better.
A number of problems with therapy have been identified and these should also be taken 
into consideration, namely, that some people have a negative attitude towards therapy, 
possibly through a bad previous therapeutic experience, the media and also fear of the 
unknown; some people find it difficult and very uncomfortable to talk about 
themselves which subsequently makes therapy a difficult treatment option; some 
people do not have the motivation to participate in therapy and just want someone to 
’cure' them without them having to play any part in the process; and finally, some 
people are scared to identify the reason behind the way they are feeling, in which case, 
they will find the prospect of therapy quite threatening.
This leads onto the question of whether one form of treatment for depression is more 
effective than the others? It has been said that "the efficacy of the anti-depressant 
medication is generally considered one of the best established effects in clinical practice 
and is supported by hundreds of double-blind placebo controlled trials in which neither 
the patient nor therapist knows whether the medication provided contains an active 
pharmacological compound or not" (Klein et al., 1980). According to Munoz (1994), 
"the beauty of such a design is that it provides a highly credible control that allows the 
specific contribution of the pharmacological agent to be isolated from all of the non­
specific psychological effects of being in treatment". However, such claims have been 
challenged within the literature. Greenberg et al., (1992) argue that "established anti- 
depressants rarely prove superior to pill-placebos in trials" and subsequently the use of 
double-blind trials have been criticised on the basis that firstly, the samples never
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include patients with less severe depression, only those who meet the criteria for major 
depression, as it is assumed that such patients will not show a 'true drug response'; and 
secondly, the claim that neither the therapist nor the patient knows who is taking the 
placebo medication and who is taking the anti-depressant, in reality is untrue due to the 
presence of side effects. In an attempt to overcome this, later studies have utilised an 
active pill-placebo aimed to mimic the side effects produced by anti-depressants; 
however, according to Greenberg & Fisher (1989), such studies rarely find evidence of 
a medication effect.
It can be seen from this that the evidence evaluating the efficacy of anti-depressants in 
the treatment of depression is in fact controversial and this has consequently resulted in 
researchers questioning whether anti-depressant medications are in fact as effective as 
is generally believed (Munoz, 1994).
According to the AHCPR (The Agency For Health Care Policy and Research) clinical 
guidelines on depression in primary care published in 1993, "primary care physicians 
should provide pharmacotherapy as the first line of treatment" and "referral to a mental 
health specialist should not occur until after two unsuccessful anti-depressant trials 
have been carried out". In view of this, it can be said that the evidence questioning the 
efficacy of anti-depressants has implications for the use of pharmacotherapy as a 
treatment option for depression in primary care.
It has been said that "psychological interventions are generally as effective, if not more 
effective than medication in the treatment of depression" (Antonuccio, 1992) and 
according to a national survey carried out by News & Notes (1992), sixty-two per cent 
of respondents believed that depression could be successfully treated with 
psychotherapy, whereas only thirty-four per cent expressed confidence that anti­
depressant medication would be effective. If this is the case, why then do the AHCPR 
primary care guidelines maintain that pharmacotherapy should be the first line of 
treatment for patients presenting with symptoms of depression? If psychological 
therapy is evaluated as effective, if not more effective than pharmacotherapy in the 
treatment of depression, should it not be the case that psychological therapy is equally 
considered the first line in treatment of depression in primary care?
It has further been said that combining treatment for depression (i.e. the third 
treatment option: a combination of pharmacotherapy and psychological therapy) is by 
far superior to either pharmacotherapy or psychotherapy alone as it offers certain 
advantages over either single modality whilst retaining the unique advantages of each
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(Conte et al., 1986). According to Munoz (1994), "combining drugs and 
psychotherapy increases the likelihood that at least one of the treatment modalities will 
be adequately implemented" and "it enhances the patient's overall breadth of response".
In concluding this report, without a doubt, the above material has implications for 
Counselling Psychology in the practice of psychological therapy as a treatment method 
for clients suffering from depression. The evidence highlights the efficacy of 
psychological therapy as an effective treatment for depression whilst at the same time 
advocating the efficacy of pharmacotherapy either as a single modality or as a 
combined modality in the treatment of depression in primary care. It is clear from this 
that Counselling Psychologists cannot ignore the evidence advocating the alternative 
treatment options and in fact should utilise the information constructively in 
formulating and identifying the appropriate method of treatment for an individual 
suffering from depression. It might be that a depressed client would benefit from a 
course of anti-depressants before effective psychological therapy can commence and it 
should be the case that Counselling Psychologists should not automatically implement 
a treatment plan of psychological therapy for all clients suffering from depression, 
likewise, G.P.'s should not automatically prescribe anti-depressants to all patients 
presenting with symptoms of depression. It would be true to say that it is necessary for 
all professionals working in primary care to evaluate treatment for depression on an 
individual basis, utilising whichever form of treatment they deem appropriate from the 
options available.
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As this portfolio is a public document, in order to preserve the anonymity and 
confidentiality o f all clients discussed in the therapeutic practice dossier o f this 
portfolio, personal details and identifying information, such as names and 
locations have been changed to pseudonyms. Only summaries or discussions o f fu ll  
reports are presented in this section o f the portfolio.
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SECTION 1
DESCRIPTION OF TRAINING PLACEMENTS YEARS l . i
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Summary of training placement : year 1 
Placement: Primary Care.
Type: Brief-focused person-centred psychological therapy
Duration: Two days per week from October 1995 - August 1996, with six weeks 
annual leave.
Client population: Primary referrals for child, adolescent and adult mental health. 
Supervision: One hour per week of Humanistic supervision with a Chartered 
Counselling Psychologist.
Context of psychological therapy: Clients were seen for one assessment appointment 
and a contract of up to six sessions of individual psychological therapy.
Summary of training placement : year 2 
Placement: Psychotherapy Department, Secondary Care.
Type: Psychoanalytic psychotherapy.
Duration: Two days per week from September 1996 - August 1997, with six weeks 
annual leave.
Client population: Primary and secondary referrals in adult mental health.
Supervision: One hour per week of psychoanalytic supervision with a Consultant 
Psychotherapist for my individual therapy caseload and thirty minutes per week of 
psychoanalytic supervision with an Adult Psychotherapist for group psychotherapy 
with my senior group facilitator.
Context of psychological therapy: Clients are assessed for individual or group 
psychotherapy and placed on the waiting list for long-term psychotherapy of unlimited 
therapeutic contracts.
Summary of training placement : year 3 
Placement: Community drugs and alcohol service.
Type: Cognitive-behavioural psychological therapy.
Duration: Two days per week from September 1997- August 1998, with six weeks 
annual leave.
Client population: Primary and secondary referrals in adult mental health.
Supervision: One hour per week of cognitive-behavioural supervision with a 
Chartered Clinical Psychologist and weekly peer review meetings (group supervision). 
Context of psychological therapy: The service is a multi-disciplinary team 
comprising psychological, psychiatric, medical, nursing, social-work, probation and 
administration staff. Clients are assessed and placed on the waiting list for individual, 
group and/or family psychotherapy. Detoxification, rehabilitation and methadone 
maintenance programmes can be arranged through the service.
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SECTION 2
A PERSONAL OVERVIEW OF PLACEMENT EXPERIENCES OVER THF
DURATION OF THE COURSE.
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A Personal overview o f placement experiences : Integration o f theory and practice
On the PsychD course in Psychotherapeutic and Counselling Psychology, training is 
largely divided across three domains :1) academic learning through seminars, lectures 
and workshops at the university; 2) clinical experience as a Counselling Psychologist in 
training through three, year long placements in various clinical settings; and 3) research 
of a chosen topic through qualitative and/or quantitative methodology.
Placements have largely provided the opportunity to integrate the above domains into 
my personal style and professional practice as a Counselling Psychologist in training. It 
has provided a place to put into practice different theoretical approaches to therapy 
and recognise how theoiy can contribute to the conceptualisation of a client's 
presenting concerns and background history, the process of therapy, the development 
of the therapeutic relationship and the planning of therapeutic interventions to most 
appropriately meet the needs of the client.
My first year placement in Primary care provided the opportunity to apply and develop 
basic therapeutic skills with a wide range of clients, in terms of age, gender and 
presenting problem, namely, active listening, socratic questioning, reflecting the 
content and emotion of the client's material and summarising the content and process 
of therapeutic sessions.
I worked predominantly from a Humanistic/ client-centred perspective, integrating into 
my practice my theoretical knowledge on this approach to therapy whilst at the same 
time utilising other theoretical models as appropriate to formulate a client's difficulties, 
inform my psychological understanding of the process of therapy and direct the 
interventions used within individual therapeutic sessions. This experience highlighted 
the importance of integrating Roger's core conditions for therapy of empathy, 
genuineness and unconditional positive regard into my practice as a Psychologist.
Within this General Practitioner's surgery, therapy was available in a contract of six 
sessions, utilising a brief therapy psychological approach. When I first started working 
with clients on this placement, I felt that six sessions was not going to be long enough 
to deal with some of the material clients presented with. As a result of this, I felt 
pressured personally and indirectly from the service to therapeutically 'cure' clients 
within the six session limit and thus placing a huge personal expectation on my ability 
to do so. As this was my first year of training in Counselling Psychology, I did not feel 
that I had enough experience or knowledge to do this, therefore rendering my
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'expectation' as unrealistic and unattainable, leaving me feeling under-skilled and 
ineffective as a therapist. Across the year, as my clinical experience developed, I was 
able to re-evaluate my perception of the value of brief therapy, my personal 
expectation of 'curing' clients and what contribution I could make to the therapeutic 
relationship through applying psychological knowledge and therapeutic skills that I had 
already acquired. The limitation of six sessions was frustrating as it felt that as soon as 
I had completed my assessment and conceptualisation of the client's presenting 
concerns and background history, I had to start working towards ending the 
therapeutic contract. With some clients, I felt that there was not enough time in the 
middle to sufficiently address concerning issues. However, this did not appear to be an 
issue for my clients, as on the whole, they appeared to be relieved and thankful to have 
the space to express their concerns and be listened to, other than a five minute 
appointment with their GP. To a certain extent, I found that my engagement with 
clients in this placement incorporated an educational quality to the nature and pwpose 
of therapy. For many of the clients that I saw during this year, our therapeutic 
relationship was their first experience of therapy and thus many clients did not know 
what to expect or what was expected of them in therapy. Early on in my placement, I 
found this role difficult to undertake as I was personally struggling with similar issues 
in relation to my professional status as a Psychologist and evaluating the respective 
contribution and roles of client and therapist in a therapeutic relationship. This 
educational role incorporated highlighting for clients the differences between (i) the 
professional role of a Psychologist in contrast to a GP. and (ii) the boundaries of 
therapy in contrast to a doctor's appointment in relation to treatment and 
confidentiality.
Overall this placement provided me with essential experience of learning to work as a 
clinician with contextual constraints such as funding and resource limitations within the 
National Health Service and taught me that brief therapeutic interventions can be both 
valuable and powerful, even if only as a starting point for some clients which can be 
further explored either by the client him/herself or on a longer term therapeutic basis 
through a referral to a Community Mental Health Team or Psychotherapy service.
Supervision and personal therapy over the course of the first year of this course 
provided a valuable outlet for me to explore my experience of being a Counselling 
Psychologist in training and start the process of integrating my developing professional 
self with my personal self influencing my personal style as a therapist. Personal therapy 
also provided a valuable opportunity to experience what it feels like to be a client and
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have a relationship with a therapist, therefore increasing my ability to empathise with 
the anxiety a client may feel when they first engage in a therapeutic relationship.
In my second year, my placement was in a psychotherapy department of a hospital 
working predominantly with psychoanalytic approaches to therapy (Freud, Klein, Jung 
and Bowlby for example) and seeing a select number of clients for the duration of the 
year. Adjustment initially from my first to my second placement was difficult. Moving 
from short-term client-centred therapy to long(er)-term psychoanalytic therapy seemed 
a big jump resulting in a period of time when I felt de-skilled and uncertain about my 
effectiveness and value as a therapist. Some of this anxiety decreased when I was able 
to put into perspective expectations for this placement, that I did not have to be a 
purist psychoanalyst but integrate psychoanalytic techniques and theoretical 
assumptions into my clinical practice and way of thinking about a client and planning 
appropriate therapeutic interventions.
Throughout the year, Psychoanalytic seminars facilitated by the psychotherapy 
department provided an excellent forum to integrate my first year academic knowledge 
of psychoanalytic theory with practice and keep my therapeutic focus on integrating 
different psychoanalytic perspectives and assumptions into my clinical formulations and 
conceptualising of the process of therapy with individual clients.
During this year I started the process of integrating group approaches to therapy 
within my personal knowledge and style as a therapist through the experience of co- 
facilitating a psychoanalytic psychotherapy group. This provided the opportunity for 
me to observe a therapist practising from a psychoanalytic perspective and thus see 
how another clinician has integrated theory and practice within their personal style; to 
analyse the dynamics between specific individuals in the group, in terms of group 
member s relationships with both the therapists and other members of the group; and to 
analyse the dynamics of the group as a whole. This experience highlighted for me the 
power and effectiveness of a group as a medium of therapeutic change, emphasising to 
a greater intensity the nature and dynamics of relationships to self and others in the 
world both at the present time and in the past. I found my observation and 
participation in this group and supervision for the group with the principal group 
therapist helped to inform my individual therapeutic practice with clients particularly in 
relation to understanding the process of therapy and the nature of the therapeutic 
relationship.
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One of the key issues for me over the course of my psychoanalytic placement was 
developing the ability to work with the uncertainty in therapy through integrating the 
phenomena of silence and the unconscious into my acquisition of therapeutic skills and 
personal practice as a therapist. Supervision was again vital to assist me in this process 
both in understanding and exploring my uncertainty about the process of therapy at 
times and analysing and understanding my countertransference feelings about the client 
and hypothesising about the client's transferential feelings towards me. Peer 
psychoanalytic supervision at the university during the second year also contributed to 
my understanding and integration of psychoanalysis into my practice and informed me 
that I was not alone in my struggles of adjustment to the change in placements and 
integrating psychoanalytic perspectives with my first year placement and academic 
experience and knowledge.
The environment where I saw clients for individual therapy over the course of my 
second year placement seemed to have a particularly significant impact on my clients. 
The room allocated for my use was situated in a mental health inpatient and outpatient 
unit in a separate location from the psychotherapy department. All of my individual 
clients had at some point in their lives previous contact with psychiatric services or 
mental health professionals either on an inpatient or outpatient basis. Being in a similar 
environment again, for some clients, appeared to raise into consciousness anxiety and 
issues relating to psychiatric diagnosis and treatment which caused intra-psychic 
conflict and highlighted for me consideration of the positive and negative implications 
of labelling an individual which I have incorporated into my professional practice as a 
Psychologist. Through seeing clients predominantly in the same room each session 
during the course of this placement emphasised the significance of boundaries, the 
therapeutic frame and a secure base (Bowlby) in therapy which has become an integral 
consideration of my current therapeutic practice and I now try, as far as possible, to 
see my clients in the same consulting room, for the duration of our therapeutic 
contract.
My third year placement in a community drugs and alcohol service opened up a whole 
new spectrum of experience of working with a specialist client group predominantly 
from a cognitive-behavioural perspective. Again it was difficult initially adjusting to my 
third year placement, moving from practising non-directive approaches to therapy in 
my first and second years to a more directive therapeutic paradigm, resulting again in a 
period when I felt de-skilled in therapy. Initially, in this placement, I felt very anxious 
about seeing clients, not only because of the change in therapeutic paradigm I was 
practising within but also I felt that I only had limited knowledge and experience of
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substance misusing clients and, to a certain extent, was entering into therapy with this 
population of clients ’blindly'. The more clients I saw, the more it appeared to me that 
in fact many of the issues that clients brought to our sessions or the issues that 
emerged in our therapeutic relationship reflected similar issues seen in previous 
placements. In this case, the presenting concern was always the misuse of a substance, 
although in the majority of clients, their misuse of substances was a dysfunctional 
coping strategy or defence mechanism for suppressing cognitions and emotions in 
relation to issues from their past which clients presented with in different contextual 
placements. The range of difficulties included anxiety, depression, physical or sexual 
abuse, difficulties with relationships, low self-esteem and self-confidence, 
worthlessness and rejection.
The particular service where I was working during my final placement had previously 
offered training placements to various professional disciplines, including psychology. 
As a result of this, for the first time in my practical training, I was able to ascribe a 
trainee status to my personal and professional conduct within this service. In previous 
placements, I had to describe myself as a Psychologist (year one) or Psychotherapist 
(year two), therefore removing the trainee nature of my professional title and 
presenting to the outside world as a qualified practitioner. As a result of this, to a 
certain extent, I felt I had to be an 'expert' within my domain, leading me to personally 
attribute professional expectations in relation to the practice of therapy with my clients 
outside of my competency and level of training. Being encouraged in this placement to 
describe myself as a Counselling Psychologist in training enabled me to lower my 
personal expectations of competency and be more authentic with clients in relation to 
my level of expertise. On occasions, this triggered for clients, questions that I had not 
been presented with to date regarding the nature of my training, raising consideration 
of how to answer such questions in light of different theoretical perspectives of 
therapist self-disclosure in the therapeutic relationship.
In an attempt to integrate cognitive-behavioural techniques into my current repertoire 
of therapeutic interventions and cognitive-behavioural theoretical assumptions into my 
established framework of conceptualising clients and the process of therapy, for a 
while I feel I was caught up in a stage of 'doing' in therapy rather than 'being' with the 
client. Reflection of my own practice in the present time and over the past two years 
alongside personal reading on practising cognitive-behavioural therapy (CBT) and 
discussions of clinical work and literature/research on CBT in supervision and with 
peers helped me to integrate the application of cognitive-behavioural therapy within 
the therapeutic relationship and my knowledge base of skills and therapeutic
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approaches acquired over the course of my training as a Counselling Psychologist in 
training.
During this year, I was able to continue my development in group therapy through co- 
facilitating various group work programmes, namely, anxiety management groups; 
anger and assertiveness groups; and women and substance misuse groups, this time 
from a cognitive-behavioural perspective. This highlighted for me what aspects of 
group therapy can be attributed to the application of a specific theoretical orientation 
and what is attributable to the therapeutic relationship in groups and the relationship^ 
between group members.
Over the course of this year I had experience of being part of the family therapy team 
and thus incorporating theory and practice of systemic approaches to therapy into my 
professional development as a Counselling Psychologist, broadening my spectrum of 
therapeutic interventions when conceptualising the most appropriate treatment for a 
client(s) following an assessment of their needs.
Both these experiences of group therapy and family therapy have further assisted the 
development of my personal style as a therapist through observation of other clinicians 
and how they integrate different therapeutic interventions and/or theoretical 
assumptions into their practice. My personal experience of practising therapy and 
observation of other professionals in their practice has challenged personal 
consideration of the validity and effectiveness of client-led practice in contrast to 
suggesting or imposing client's beliefs and assumptions about self, others and the 
world; practising guided discovery in contrast to providing the client with the answers 
to their problems; collaboration of treatment goals and personal choice in therapy in 
enhancing client motivation etc. and has contributed to the establishment of my 
personal style in therapy to date.
This placement was a primary experience of working as part of a multi-disciplinary 
team.which I found to be an incredible source of support in contrast to a sense of 
isolation I felt in previous placements. Within this service, a team approach is applied 
to the treatment of all clients through discussions in the clinical team meetings and peer 
review of the most appropriate therapeutic interventions for a specific client and 
exploration of the process of therapy and the effectiveness of treatment across time. 
This has further enriched my conceptualisation of clients not only from a psychological 
perspective but additionally from a medical perspective, a social perspective and a 
systemic perspective which have contributed towards a more holistic perception of
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individual clients which I believe is a valuable skill to incorporate into my future 
practice as a Counselling Psychologist. Through being a member of this multi­
disciplinary team, it has provided the opportunity to gain first hand experience of the 
role Psychologists can play in multi-disciplinary teams and mental health services and 
has highlighted the value of liaising with other professionals in the care and treatment 
provision of individual clients.
In concluding this discussion of integration in placements, paramount across all three 
clinical placements was an integration of theory and practice with respect to the 
therapeutic relationship - its development across the process of therapy, difficulties in 
the relationship, the intensity of the therapeutic relationship, and transference and 
countertransference within the relationship. Irrespective of theoretical orientation, I 
observed and recognised that the relationship between therapist and client(s) can be a 
powerful and effective medium of therapeutic change which I consider to be central to 
my l a ming and experience as a Counselling Psychologist in training and fundamental 
to my continuing practice as a Chartered Counselling Psychologist once qualified.
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SECTION 3 
SUMMARY OF FOUR CLIENT STUDIES.
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Client Summary One
The client and his reasons for seeking help
Mr W., a 29 year old car mechanic, presented with an opiate dependency of six years. 
He lived with his partner of two years who was expecting their first child and 
expressed that he wished to be drug free by the birth of his baby. He described 
injecting 0.5 grams of heroin daily and reported no abstinent days at that time. Mr W. 
also reported feelings of depression and was prescribed anti-depressant medication 
from his General Practitioner.
Theoretical perspective taken and rationale for approach
A cognitive-behavioural approach was used in therapy with Mr W. to focus on his 
dysfunctional use of drugs and negative belief system in relation to self, others and the
world.
Family and personal history
Mr W. had a twin sister and a brother two years his elder. He reported that during his 
childhood his parents used to drink heavily and had a "violent relationship". They 
divorced when Mr W. was nine years of age and his mother subsequently re-married. 
Mr W. described his step-father physically abusing him and his twin sister on a daily 
basis and stated that occasionally their mother also joined in with the beatings. Mr W. 
left school with no qualifications. He reported being bullied, verbally and physically 
from the age of 14-16 years and frequently played truant to escape the bullying. Mr W. 
described experimenting and socially using drugs and alcohol from the age of 15 years 
and started using heroin "heavily" from the age of 23 years.
Formulation
It would seem that Mr W.'s drug use was a dysfunctional coping mechanism for 
suppressing thoughts and feelings, connected to his earlier experiences in life, namely 
his parents' divorce and physical abuse by his step-father and mother. It would seem 
that these events in Mr W.'s early life led him to develop core beliefs about himself of 
worthlessness, rejection and helplessness and these in turn led him to use substances to 
escape from the painful memories of his childhood and from his self-perception. It is 
likely that Mr W.'s initiation of substances was internalised from his parents, the 
primary role models in his life who were regular heavy users of alcohol. It would seem 
that Mr W.'s substance misuse was initially maintained in relation to its self- 
medicating* effects of psychological relief (psychological dependence) leading to a
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physical dependence through continued use. Mr W. meets the criteria for opioid 
dependence with physiological dependence (304.00 source: DSMIV *).
Development of the therapeutic relationship
Mr W. sporadically attended sessions with his partner and as a consequence of the 
changing dynamics in the therapeutic relationship (from individual therapy to couple 
therapy week by week), it was difficult for us to establish a working alliance.
Outcome of therapy
Soon after Mr W. consented to engage in a treatment programme to address his 
misuse of substances, his brother committed suicide with no warning. Mr W. was 
determined to continue with a methadone reduction programme as planned but found 
this too difficult to do. He reported excessively using heroin in addition to his 
methadone prescription, presumably in an attempt to cope with his feelings of grief and 
suppress activated schema of rejection and helplessness. Several weeks later, Mr W. 
discontinued his treatment. It would seem that it was too difficult for him at this time 
to abandon his 'effective' coping strategies in the absence of alternative, effective, less 
dysfunctional mechanisms for coping. I anticipate that in time Mr W. will probably 
return to therapy to address his misuse of substances. He did not re-present for 
treatment during the remaining time I was on doctoral placement.
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Client Summary Two
The client and her reasons for seeking help
Miss C , a 24 year old unemployed mother was referred for psychological therapy by 
her General Practitioner as an urgent referral. She presented with symptoms of 
depression (tearfulness, lethargy, insomnia, loss of interest in life, hobbies an 
relationships) and expressed a fear of acting out self-harm ideations towards herself 
and her 5 month old baby. She initially reported feeling this way since the birth of her 
daughter but later claimed to have felt "low" and "empty" for 3-4 years. She lived with 
her partner of eighteen months and was prescribed anti-depressant medication by her
G.P.
Theoretical perspective taken and rationale for approach
A person-centred non-directive perspective was utilised in therapy with Miss C. to 
facilitate the space to express and explore her feelings of depression in a safe and non- 
judgmental environment and a warm, genuine and unconditional therapeutic
relationship.
Family and personal history , ,
Miss C. was the third sibling of four. Her parents were divorced but re-umted and lived
together again as a family. Miss C. recalled constant arguments between her parents
when she was growing up and said her father had numerous affairs. She described her
relationship now and in the past with her family as "not close". During her childhood
and adolescence. Miss C. reported that each time she felt settled m an area the faim y
would move. She presented to psychological therapy two years previously with
depression following a miscarriage in a previous relationship.
On the surface, it appeared that Miss C. was suffering from post-natal depression. 
However, in view of the longevity of her depression, it is possible that her feelings at 
the time resulted from a number of contributory events in her life, namely, the fact that 
she never felt close to her family, the volatile relationship between her parents, her 
father's affairs, the miscarriage of her first pregnancy and the insecurity and uncertainty 
of moving during her adolescent years, each time leaving behind established roots and 
friendships. It is possible that her depression reflected a feeling that something was 
missing in her life, perhaps love and security.
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Development of the therapeutic relationship
Miss C. initially presented as a little defensive and avoidant in therapy - attending 
sessions late or spending much of the session time feeding or playing with her baby. As 
a result of Miss C.'s presenting concerns of self-harming herself or her baby, possibly 
her behaviour in sessions reflected a fear that I would report her to Social Services 
(child protection team) and therefore needed to prove to me that she was a good 
mother. Supervision helped me to resolve my countertransference feelings of irritation 
about her use of therapy time. After reflecting to Miss C. my observations and 
hypotheses in the here and now of our therapeutic relationship, we were able to 
establish a positive working alliance.
Outcome of therapy
Therapy was terminated at the end of a six session contract and could not be extended 
due to context policy and resource limitations. Over the course of therapy, Miss C.'s 
self reported feelings of depression and self-harm decreased. Issues relating to her 
background, past and present relationships were explored and positive coping 
mechanisms identified. However, I anticipate that in time, Miss C. will possibly re­
present for further psychological therapy or pharmacotherapy treatment for depressive 
episodes.
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Client Summary Three
The client and her reasons for seeking help
Mrs B., a 34 year old unemployed lady presented with relationship difficulties in her 
second marriage, regarding trust and intimacy; low self-esteem and self-worth; anger 
and anxiety which she related to experiencing physical and sexual abuse during her
childhood.
Theoretical perspective taken and rationale for approach
A psychoanalytic approach was used in therapy to facilitate ffee-association of Mrs 
B.'s experiences of childhood sexual abuse in a safe and trusting relationship and 
explore the impact of transferential relationships with significant others in her past to
current relationships.
Family and personal history
Mrs B. reported being sexually abused by her father over a ten month period prior to 
her tenth birthday. On the last occasion of abuse, Mrs B. said she realised what her 
father was doing to her was wrong and confided in her mother. Mrs B. described being 
close to her mother as a child but claimed their relationship changed after her mother 
became aware of the abuse and never again kissed Mrs B. or told her that she loved 
her. Mrs B. reported regular physical abuse by her father throughout her childhood 
until she was "kicked out" of the family home by her mother. She had an elder sister 
who her father apparently also sexually abused and two elder brothers who always 
"picked on" her. She reported no longer being in contact with any member of her 
family at time of presentation. She had been married to her second husband for three 
years and was previously married for seven years to a "verbally abusive" husband and 
left this marriage, leaving her daughter (now aged 9 years) behind.
Formulation
It would seem that Mrs B.'s presenting concerns resulted from the abusive 
relationships she experienced in relation to male figures in her life (father, brothers, 
first husband) and also to the abandonment and rejection by her mother. Formulating 
Mrs B.'s difficulties from a Bowlby perspective, it can be said that she did not have a 
secure and loving environment in which to grow and this appeared to underlie her 
feelings of self-worth. She experienced a considerable amount of losses in her life - the 
loss of her parents and family; the loss of love and security; the loss of her virginity at a 
young age; the loss of her childhood and as a result the loss of her adulthood.
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Development of the therapeutic relationship
Initially, there seemed to be a number of difficulties in developing a working alliance 
which seemed to be influenced by Mrs B.'s fear of intimacy and inability to trust people 
resulting from her childhood abuse, loss of a secure base and parental love. Across the 
therapeutic process, Mrs B.'s relationship to me seemed to move from a rejecting, 
disliking position to an idealising, dependent position, possibly reflecting a 
transferential and reparative therapeutic relationship from the rejecting mother to a 
'good enough' mother.
Outcome of therapy
Therapy ended as a consequence of completion of my second year doctoral placement. 
Our therapeutic contract was established at the outset with the end date as a clear 
boundary. Having eventually established a safe and trusting therapeutic relationship, 
ending was initially difficult for Mrs B. to accept. Considerable time was spent 
exploring this in relation to past separations in Mrs B.'s life. Mrs B. did not wish to be 
referred to another therapist at the end of our contract but chose to take time to reflect 
on some of the issues that were raised during the process of therapy from the nature of 
our therapeutic relationship and the content of therapy sessions. Mrs B. made some 
progress in therapy to resolve her presenting concerns in relation to her lack of self- 
worth, difficulties in relationships and anger about her past; however, due to the 
longevity of her emotions and internalisation of blame, a lot of work still needed to be 
done for Mrs B. to successfully resolve these issues which she may chose to do alone
or in further therapy.
79
Client Summary Four
The client and her reasons for seeking help
Mrs Ba., a 45 year old librarian presented with an unresolved grief complex after the 
death of her younger brother ten years previously; panic attacks and obsessive- 
compulsive disorder; relationship difficulties and self-harm/suicidal ideation towards 
herself and her husband. At the time of presentation, Mrs Ba. had been married for 
twenty-two years, had no children and had been in contact with mental health services 
for twelve years in relation to the above presenting concerns.
Theoretical perspective taken and rationale for approach
A psychoanalytic perspective was adopted in therapy with this client to facilitate free- 
association of unresolved difficulties in her past relationships with her family and 
explore the implications of these to current relationships and psychological well-being.
Family and personal history
Mrs Ba. was the third sibling of four. She described never feeling close to any member 
of her family. Her recollection of childhood was of "always fighting" and "over critical" 
parents. She dated feeling "depressed" since the age of 14 years old and identified two 
critical events in her life at that time: 1) a negative sexual experience where she was 
apparently "touched all over" on two occasions at night. She reported not knowing 
whether her abuser was her elder brother or her father; and 2) the diagnosis of her 
younger brother with the terminal disease, muscular dystrophy. Mrs Ba. reported 
pnoaging in obsessional-compulsive behaviour from the ages of 14-35 years with 
occasional relapses at times of high stress in her life. She believed that "something bad 
would happen" if she did not engage in ritualistic behaviour.
Formulation
Formulating Mrs Ba.'s difficulties from a Bowlby perspective, it can be said that Mrs 
Ba did not have a secure base as a child - her parents were always fighting and critical, 
her younger brother was dying, and she was sexually abused. These experiences 
appeared to have left Mrs Ba. with a sense of insecurity which has expressed itself in 
'anxious behaviour' i.e. panic attacks and obsessional-compulsive disorder, and has 
effected her ability to relate with people. At the time of her brother's death, her 
Angsgpment in obsessional-compulsive behaviour appeared to reflect a withdrawal 
from recognition and acceptance of her loss, a defence against the anxiety and pain of 
this loss. As a result, Mrs Ba. was not able to grieve for the loss of her younger 
brother.
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Development of the therapeutic relationship
Initially, Mrs Ba. was unable to make eye contact with me or verbalise her thoughts 
and feelings in sessions, possibly due to heightened anxiety and fear of uncertainty. 
With time, Mrs Ba. was able to explore her difficulties with therapy and associated 
most of her fears with an internalisation of early parental patterns. Our working 
alliance deepened when Mrs Ba. was able to engage with me and talk about her 
experiences in life and her feelings about them.
Outcome of therapy
Throughout the process of therapy, Mrs Ba. found it difficult to stay in a therapeutic 
relationship and repeatedly talked about discontinuing therapy. This appeared to reflect 
her anxiety about the uncertainty of therapy and personal difficulties with raising into 
conscious awareness painful emotions and cognitions that she had suppressed for a 
long time. Mrs Ba. did stay in therapy until our contracted ending and did make some 
progress in relation to expressing her grief at the loss of her brother and the impact of 
past family relationships on her current life.
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SECTION 4
A.DISCÜSSION OF PROCESS ISSUES FROM THREE YEARS rr  iMT^A,
PRACTICE.
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Discussion o f Process Issues
The discussion of process issues which follows is based on personal therapeutic 
experience gained over the course of three years of training in Psychotherapeutic and 
Counselling Psychology. The examples cited come from four detailed process reports - 
1 transcript of a hill individual therapeutic session, 2 focused reports, transcribing 
specific sections of individual sessions and 1 verbatim transcription of a session. For 
reasons of confidentiality, the foil reports are not available for public access and all 
names and identifying details within this account have been changed to pseudonyms to 
protect the identity of the clients.
The following issues have been paramount in my professional development as a 
Counselling Psychologist in training and will be discussed in light of their significance 
on the therapeutic relationship between therapist and client, namely, personal 
characteristics of the therapist and client in therapy; a working alliance; and using the 
here and now of the therapeutic relationship as a medium of change.
Brief descriptions of the clients referred to in the four process reports are presented 
below to provide a context for the examples used in this discussion of process issues:-
Process report 1
Mr M. was referred by his G.P. to a primaiy care psychotherapy service for 
depression, stress at work and insomnia. He was a 48 year old married man and was 
signed off work due to illness at the time of presentation to therapy. The main 
approach utilised in therapy with this client was that of brief humanistic therapy. The 
session referred to in the report was the second session in a contract of six sessions. 
Process report 2
Mr J. referred himself to a community NHS drugs and alcohol service on the advice of 
his G.P. to address his dependency on opiates. He was 36 years of age and lived with 
his non-drug using partner who was currently expecting their second child. The main 
theoretical perspective adopted in therapy with Mr J was. a cognitive-behavioural 
framework, at times integrated with more person-centred interventions. This was the 
third session of individual therapy.
Process report 3
Mr E. was referred by his G.P. to a community NHS drugs and alcohol service as an 
urgent referral due to a dramatic escalation in his alcohol misuse. He was a 44 year old 
married, unemployed man. The session referred to the fourth session in a pre-alcohol- 
detoxification contract of six sessions using a cognitive-behavioural paradigm.
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Process report 4
Ibeseeee—
Personal characteristics in therapy
.
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obvious. The approach I have utilised in therapy to date is to address consideration of 
possible implications of the impact of mine or the client's personal characteristics on 
the therapeutic relationship if: (i) it is directly raised or indirectly communicated as a 
concern by the client, or (ii) if I observe or hypothesise that any of my personal 
characteristics or the client's may influence our therapeutic relationship in any way.
In therapy with Mr E., I felt a little uncomfortable being perceived as similar to his 
oldest daughter as I believed that this may negatively effect my client's ability to 
genuinely open up to me about his presenting concerns and alcohol dependency in light 
of the 'secrecy' that often surrounds family relationships of problem drinkers. Within 
the session, I feel I was able to contain my anxiety and explored my concerns in 
supervision. Through addressing my client's concerns in the here and now of our 
therapeutic relationship, I was able to determine that my client's oldest daughter was in 
fact one family member that my client often confided in about his difficulties and use of 
alcohol and consequently my client's perception may have had a positive effect on the 
development of our working alliance. Over the process of therapy with Mr E., I found 
I was monitoring and analysing my interventions with my client more in an attempt to 
prevent engaging in a parent-child relationship but maintain an adult-to-adult, 
therapist-client relationship with my client.
Consideration of matching therapists and clients in relation to personal characteristics, 
particularly gender, has been quite widely recognised within psychology, 
psychotherapy and counselling and the respective advantages and disadvantages 
discussed regarding positive therapeutic change.
A working alliance
Trust is a fundamental issue in the establishment and development of a working 
alliance between client and therapist in a therapeutic relationship. Clients need to feel 
safe and trust their therapist in order to disclose their deepest concerns and explore 
their inner selves. This can be illustrated in the following reference :
Mr M. : "I've talked to you because I  trust you. I  wouldn't have said all these things 
otherwise".
From my clinical experience and theoretical knowledge to date, it would seem that the 
therapeutic frame, confidentiality and professional practice are influential in the 
development and maintenance of trust in the therapeutic relationship.
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Confidentiality was an issue raised in an individual therapy session with Mrs S. During 
the session in process report 4, Mrs S. disclosed that she had attended her G.P. surgery 
as an emergency appointment and was given her case notes to take in with her as she 
would be seeing a different G.P. from her own. She told me that while she was waiting 
to be seen she read her notes and specifically a letter from myself following her 
assessment appointment at the start of our therapeutic engagement :
mg /
understand that you are writing as one professional to another and I  guess the doctor 
should know that you have seen me and what is happening but I  didn't realise that 
there was that amount o f interaction going on
This incident could have had a negative effect on the working alliance of our 
therapeutic relationship and this experience clarified the need to explain to all clients at 
the outset of therapy the limits of confidentiality and ascertain consent to liase with 
other professionals in relation to their treatment if appropriate which is now integrated 
into my practice as a clinician.
Ambivalence, i.e. "having simultaneous, contrasting or mixed feelings about some
person, object or idea" (Reber, 1985 p27. Dictionary of Psychology, Penguin Books)
can affect the working alliance of a therapeutic relationship. A client may feel
ambivalent about therapeutic change and/or the client-therapist relationship which can
be expressed m a therapeutic session consciously or unconsciously and communicated
to the therapist directly or indirectly. For example, by the client arriving late to sessions
or maintaining a surface engagement in therapy. These two examples are illustrated 
below :
Mr J. arrived fifteen minutes late to the session discussed in process report 2. My 
interpretation of this was that it possibly reflected an ambivalence towards therapy and 
working towards a drug-free life, as currently the methadone he is prescribed on a 
methadone reduction programme is a good heroin substitute which he appears, to be 
happy with and, as a result, seems reluctant at this time and fearful about the prospect 
of reducing further. I also interpreted his lateness and ambivalence as reflecting a 
difficulty with relationships and/or talking at a personal, intimate level which was 
explored further in the session discussed.
In process report 1, Mr M. communicated in the session : "I seem to talk about 
everything but I'm not clear what I'm saying". This would appear to suggest that Mr
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M. is engaging at a surface level in therapy i.e. reflecting ambivalence about the
therapeutic relationship and this has implications for the development of insight and
awareness necessary for positive therapeutic change. Later on in this same session, Mr
M. spoke of a fear of intimacy which would appear to underlie his ambivalence in our 
therapeutic relationship :
M rM  : "I'm the best person to go to the pub or a party as I  will talk to anybody, but
as soon as I  get to know them I  fin d  it's different. It's alright making passing 
comments. . .  butas soon as it starts becoming deeper I  start moving away".
From my experience, one influential factor in the degree of ambivalence experienced by
the chent in relation to therapeutic change and/or the therapeutic relationship is the
mode of referral to therapy i.e. self referral versus a professional referral e.g. from a
G.P. or psychiatrist etc. and the degree to which a client wishes to be in therapy. For
both of the examples illustrating ambivalence detailed above, the clients were either
referred by a G.P. or strongly advised i.e. coerced by their G.P. to attend therapy
which has potential implications for the working alliance and the therapeutic 
relationship.
Using the therapeutic relationship as a medium of change 
The relationship between client and therapist often reflects the client's relationships 
with other people in his/her life, for example, family, friends, work/school colleagues 
and strangers. The nature and intensity of the client's relationship with the therapist 
particularly in relation to attachment and dependency, difficulties in the relationship 
and fear of intimacy can be seen as parallel to the nature and intensity of relationships 
with significant others m the client's life. As a result of this, the therapeutic relationship 
can be a valuable source of information about the client's internal and external world 
and consequently, the therapeutic relationship can be a powerful medium of positive 
therapeutic change through using the here and now of the relationship between client 
and therapist to reflect and interpret relationship issues to facilitate the client's insight 
and awareness of his/her relationships with self others and the world.
In the example of ambivalence from process report 1 detailed above, in the session
with Mr M., I chose to reflect an interpretation in response to his communicated fear 
of intimacy :
Mr M. : . as soon as it starts becoming deeper I  start moving away
Therapist. You don't like getting too close to people"
MrM. : "Yes and I  think that's what makes it so difficult".
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In hindsight, it might have been more useful to explore this in the therapeutic 
relationship by bringing it into the here and now of our relationship in this session. For 
example, by either reflecting an interpretation or asking an open question whether he 
feels he is moving away in our relationship for fear of us becoming too deep in therapy 
and exploring what this would mean for Mr M. Also, in this situation, I could have 
reflected to Mr M. my experience of my client's relationship with me in a session, my 
feelings of countertransference towards my client and transferential links to other 
relationships in my client's life. The therapeutic relationship could then become a 
positive role model for a different way of relating to people which could be generalised 
by the client to other relationships outside of the therapeutic relationship.
From the session presented in process report 3, the following example illustrates using 
the here and now of the therapeutic relationship as an intervention in the session :
Therapist : "Vm picking up what you're saying to me and I'm curious about it. You're 
coming in here saying that I'm going to give you a telling o ff and that you've let me 
down and am I  angry with you. What's this all about fo r you? What does it say about 
our relationship?
Mr E. : "Well I'm frightened that you are going to give up on me. That's my biggest 
fear".
Through presenting to Mr E. the way he is relating to me in the here and now of our 
relationship, enabled him to express his fear that I am going to reject him, which in 
turn reflects an underlying fear in all of his relationships.
Just as a client's material can influence the therapeutic process, similarly, the therapist's 
personal material may impact on the session or therapeutic relationship, for example, if 
the client brings to therapy an issue that reflects a personal difficulty for the therapist 
or parallels a relationship in the therapist's life or if the therapist unconsciously projects 
into the session or therapeutic relationship paramount issues from his/her personal life 
at the time. Supervision and personal therapy can be a valuable medium to explore 
such issues and increase awareness of the implications of this in therapy.
The preparation of the process reports discussed in this paper require close and 
detailed attention to the process of therapy and what is going on in the therapeutic 
relationship between client and therapist in the here and now of the session and in 
relation to transference/countertransference. This analysis has highlighted the necessity 
in therapy for this degree of attention and interpretation to the direct and indirect
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communication in a session, the process of therapy and the development of the 
therapeutic relationship. I believe that this has provided me with essential skills in my 
professional development which will be integrated into my practice as a qualified 
Counselling Psychologist.
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A Unique loss?
A Review of the Literature on 
Parental Bereavement.
Abstract
This article presents a review of the literature on parental bereavement, specifically 
addressing three main themes : the grief experience of bereaved parents; the effect of 
parental bereavement on the family as a system; and professional and social 
interventions following the loss of a child. Existing theories on grief are evaluated in 
relation to this topic and key issues are raised for discussion: Is parental bereavement a 
unique loss? Can a parent ever get over the loss of a child? How does a parent learn to 
live in a world which includes the fact that his/her child is dead? The article concludes 
by suggesting firstly, that current models of grief do not appear to adequately account 
for the individual grief responses of bereaved parents, and secondly, that bereaved 
parents appear to be 'abandoned' professionally as well as socially in terms of support, 
following the loss of a child. Implications for the practice of Counselling Psychology 
are discussed and suggestions for further research in this field are outlined.
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A Unique Loss?
A Review o f the Literature on Parental Bereavement
The loss of a child is frequently referred to as 'the most traumatic of losses' (Klass, 
1986), 'the ultimate tragedy' (Schiff, 1977).
The objective of this article is to review the literature on parental bereavement and 
evaluate whether parental grief is a unique loss. The answer to this question 
undoubtedly has implications for the practice of Counselling Psychology, in relation to 
existing theories on grief and parental bereavement, and subsequently for professional 
interventions following the loss of a child.
Within the literature on parental bereavement, there is a general consensus that the 
grief resulting from such a death is "complex" (Gyulay, 1989); "devastating" (Brabant 
et al., 1995); and "intense and long lasting" (Romanoff, 1993). According to Gyulay 
(1989), "it affects every facet of one's personhood . . . physically, emotionally, socially, 
spiritually, cognitively and behaviourally" (pi).
The words of a bereaved parent illustrates to the reader the multiplicity of the grief 
response :
Every minute o f every day my consciousness was filled  with Stephen. I  had a 
physical pain in my chest. There was an empty void. I  had lost part o f me. The 
baby I  had caredfor and protected twenty years had been snatched away from  
me . . .  I  began to think life w’asn't worth living. . .  all I  wanted was to be with 
Stephen. . .  I  feel guilty at being alive and angry not only at what happened 
but at life itself (cited in Mirren, 1995 p58 and 117).
The death of a child is not restricted to a particular age range. It is not any easier or 
harder to lose a very young child as opposed to a teenager or an adult child; it is just a 
different kind of pain (Weiss, 1984). - - - —
According to Braun & Berg (1994), comparatively few studies have focused on the 
experience of bereaved parents and in general, the literature has primarily focused on 
parents' emotional and psychological reactions to the death of a child. Psychologically, 
the bereaved parent may experience a whole range of emotions. Often, initial responses 
include shock, numbness, disbelief and denial :
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/  fe lt like a robot. They could have told me to stand on my head and I  would 
have done i t . . .  it was like they were talking about somebody else . . .  he can't 
be d ea d .. . this can't be happening (Gyulay, 1989 p7).
Anger, hurt, fear, guilt, helplessness, depression, insecurity, jealousy, anxiety and panic 
are examples of other emotions parents may feel (Cook, 1983; Miles & Demi, 1984; 
Dyregrov & Matthiesen, 1987; Moore et al., 1988).
It has been suggested by Gyulay (1989) that the parent may try to elude the emotional 
pain of his/her loss but the body disallows such denial and grief manifests itself in the 
form of physical responses, for example, headaches, chest pains, nausea, vomiting, 
constipation, diarrhoea and muscle spasms. Gyulay (1989) also claims that the physical 
symptoms of grief are often similar to the cause of death of the child.
Following the loss of a child, bereaved parents have also reported experiencing a wide 
range of social and behavioural disturbances in their lifestyle, for example, sleeping 
problems, restlessness, lethargy, an inability to concentrate, eating difficulties, weight 
gain/weight loss, flashbacks of the deceased child and/or cause of death, suicidal 
thoughts, social withdrawal and drug or alcohol dependency (Gyulay, 1989).
The death of a child can disconcert an individual's entire belief system about life, death, 
afterlife and human existence. Bereaved parents may question themselves, the 
existence of God, and the justice in life that their precious child has been taken away 
from them, trying desperately to search for an answer why this has happened and what 
it all means. Death becomes an explicit reality which often leads the bereaved parent to 
question their own mortality and hence their past, present and future life and beliefs.
It has been proposed by Kalish (1985) that parental grief is "unique" and many 
potential explanations have been suggested in the literature to account for this. Braun 
& Berg (1994) have outlined five factors which other researchers have validated that 
propound why parental bereavement is said to be unique : .....
1) The uniqueness of the parent/child relationship - a bonding which cannot be found 
in any other human relationship (Rando, 1986; Moss et al., 1986-87; Klass & Marwit, 
1988-89).
2) The notion that children are a part of the self, an extension of the parent, hence the 
parent not only has to deal with the loss of a child but also a loss of the self (Edelstein, 
1984).
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3) In western culture, it is typically believed that parents invest their hopes, dreams and 
expectations in the lives of their children; these investments are lost with the loss of a 
child.
4) Parents are robbed of their identities as protectors and providers and this can leave 
them with an overwhelming sense of failure (Rando, 1986).
5) The unnaturalness of children dying before their parents - the law of nature assumes 
that children will outlive their parents and the death of a child violates this view (De 
Vries et al., 1994).
An additional factor that has been identified as compounding the uniqueness of 
parental bereavement is the underlying extended bereavement that is implicit with the 
death of a child. Through losing a child, parents also lose the possibility of having 
grandchildren from that child and/or gaining a son or daughter-in-law. Likewise, 
siblings lose the opportunity of becoming aunts or uncles to any prospective niece/ 
nephews. Alternatively, if grandchildren have been conceived, parents may be left with 
'living reminders' of their son or daughter which can either intensify or facilitate a 
parent's grief.
Taking the above arguments into consideration, it could be argued that parental 
bereavement is indeed unique. Lieberman (1989) propounds that "all family losses are 
not equivalent" and one can comprehend why this is the case. Grief will vary in 
response to the meaning of the deceased for the bereaved. Everyone's reaction to loss 
will be different. No one loss can be the same as another due to the uniqueness of the 
individual and of his/her relationship to the deceased. In view of this, it would seem 
that, not only is parental grief unique but that any grief is unique.
Existing theories of grief generally assume a universal quality to the experience of 
bereavement and mourning. Original 'stage-based models' claim that there are certain 
stages/phases that people go through in the grief process. For example, Kubler-Ross' 
model (1969) comprises five stages of mourning: 1) Denial and isolation; 2) Anger;
3) Bargaining; 4) Depression; and 5) Acceptance. Parkes (1972) also, proposed a 
model conceptualising grief as a series of four phases: 1) Numbness; 2) Yearning;
3) Disorganisation and despair; and 4) Reorganisation.
Such models have been widely criticised within the literature, predominantly because 
grief does not take place in a systematic sequence of categorised or timed stages 
(Gyulay, 1989). Grief is not that clear or concisely defined. As Abrams (1995) states 
"we are not machines that can be programmed. . . there is no way of determining
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exactly what you feel and when" (p82). There is a wide variation in how people mourn 
and consequently not everyone will pass through all of the above stages or in the 
described order (Abrams, 1995). In grief, people can sometimes take two steps back 
for every step forward and therefore any theoretical model attempting to portray 
characteristic grief reactions following a bereavement, needs to allow for this.
According to Klass & Marwit (1988-89), "the current models of grief do not 
adequately account for the unique characteristics of parental grief and the complex 
grief reactions exhibited by parents after the death of a child" (p49) and consequently 
specific models of parental bereavement have been proposed in the literature to 
particularly address parental adaptation to the loss of a child.
Weiner's model of parental bereavement (1970) suggests that parents experience initial, 
interim and terminal reactions in response to the death of a child. Initial reactions 
include a) shock, numbness and disbelief; b) denial; c) detachment; d) feelings of guilt 
and self-blame; and e) anger and hostility. Interim reactions focus on efforts to cope 
with the crisis and terminal reactions comprise emotional acceptance of the loss.
According to Rando (1984), psychosocial manifestations of parental grief can be 
categorised into three phases : avoidance - whereby shock, confusion and feeling numb 
are classified as typical reactions. It has been said that disbelief and denial often follow, 
and this acts as a buffer to curtail the inevitable anxiety . During the second phase - 
confrontation - the parent is said to be overwhelmed by feelings of grief, despair and 
anger. This anger may be either internalised, which can result in feelings of guilt and 
self-blame, or externalised and displaced onto medical staff, God, and even the 
deceased child. Guilt may manifest itself in many forms - guilt about being angry; guilt 
about not being able to protect and save the dying child or survivor guilt - "better I 
should have died than my child" (De Vries et al., 1994). In the final phase, re­
establishment, the parent apparently experiences a gradual decline in grief, followed by 
"emotional and social re-entry into normal activities associated with daily living" 
(Rando, 1984 p442).
Reviewing these specific models, in relation to the original models of grief proposed by 
Kubler-Ross and Parkes, it can be said that the same arguments apply. Again they 
describe a presumed temporal sequence of grief response and reactions and therefore, 
one might question the purpose and validity of such models in the study of parental 
bereavement.
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Rando, however, does acknowledge in her model, that the final phase 're-establishment 
is "a slowly developing, fluctuating experience that may still be fraught with feelings of 
sadness, guilt, and even betrayal of the child's memory and place in the parent's life" 
(p442) and it can be argued that recognition of this fact, justifies the use of a stage- 
based model and overrides the general criticisms of such approaches.
Having said this, Braun & Berg (1994) suggest that viewing the experience of parental 
bereavement in terms of its occurrence in predictable stages is inappropriate as this 
implies a grieving experience should reach a final stage of resolution .
Throughout the literature, researchers continually refer to the 'resolution of parental 
bereavement' and it can be seen from the models outlined above that it is generally 
believed that parents 'recover' from the death of a child, emotionally accept what has 
happened and resume life as normal. What does this mean? Can a parent ever get over 
the loss of a child? How does a parent learn to live in a world which includes the fact
that his/ her child is dead?
According to Worden (1982), a person has recovered from their grief when they have 
completed the four tasks of mourning, namely, 1) to accept the reality of the loss, 2) to 
experience the pain of grief; 3) to adjust to an environment in which the deceased is 
missing; and 4) to withdraw energy from the deceased and reinvest it in another
relationship.
For some parents, it is impossible to complete these four tasks, and sometimes the only 
task they are capable of addressing is the second task - to experience the pain of grief. 
If a parent cannot understand why his/her child has died, is it possible to accept the 
reality of their loss and carry on living when their child is no longer alive? Even if a 
parent can withdraw his/her energy from the deceased, is it possible to reinvest that 
energy into another relationship? and would a parent want to? Due to the unique 
nature of relationships, the 'new' relationship will not be the same as the relationship 
that is lost and it cannot replace the person or the relationship that preceded it.
It has also been proposed that grief is resolved when parents are no longer displaying 
any symptoms; however, it can be argued that there is more to the resolution of grief 
than the relief from symptoms. According to Klass, grief is not over when the 
symptoms subside as a sense of the self is missing and this stays with the grieving 
parent in the form of an empty historical track, for example, "this year my son 
/daughter would have been eighteen years of age and graduating from high school".
98
DeVries et al.(1994) refer to this 'grief beyond symptoms' as a shadow grief that stays 
with the bereaved parents for the rest of their lives.
In view of this, it would be true to say that on the outside, it might appear that 
bereaved parents resolve the grief of losing a child but on the inside, they never fully 
resolve this grief; they simply learn to live with the pain.
According to De Vries et al.(1994), parents learn to do this by assimilating the 
meanings of the lost child as a part of themselves i.e. in the form of an inner 
representation - "the memory becomes an integral part of the mourner s personality 
(p53). It has been suggested by Braun & Berg (1994) that in order to achieve this, 
parents need to: 1) reinterpret the meaning structures that they held prior to their 
child's death so they are able to give meaning to the death; 2) assimilate the reality that 
their child is no longer alive and accept that life now has to continue in the absence of 
that child; and 3) reorganise their meaning structures associated with being a parent - 
for some parents, this may involve assimilating the knowledge that they are now no
longer parents.
The Bereaved Family
The death of a child elicits grieving from all members of a family system. Not only are 
the parents affected by the loss of a son or daughter but so too are other remaining 
members of both the immediate and extended family. Siblings have lost a brother or 
sister; grandparents have lost a grandchild; aunts and uncles, a niece or nephew. The 
whole family 'loses' the family as they have previously known it, for although, the 
family will continue after the death, "it will forever be changed by the irretrievable loss 
of the presence and role-fulfilling behaviours and functions of the deceased child" 
(Brabant et al., 1994 p i99).
Everyone within the family has to find some way of coping with this. For some 
families, the family members can all unite in their grief and mutually support one 
another but for others, such a loss can tear a family apart.
As a fam ily. . .  the loss o f Rosie was devastating. Ellie appears to have 
blotted out the past and never mentions her sister whom she once loved so 
dearly. She has a photo o f them both together in her room, but I  do not know 
whether she leaves it there fo r my sake or her own. David [brother o f the 
deceased] has none o f the emotional problems the rest o f us experience. He 
was two and a half when she died and does not remember her. He does not
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mind talking about her and I  have found this helpful I  do not want her to be a 
taboo subject and yet there is a insurmountable barrier with Ellie and a 
barrier o f heartbreak with Neil [father o f the deceased]. We do not comfort 
one another. We have suffered too deeply through the experience and would 
only compound one another’s happiness. We have to look elsewhere fo r help 
and support (Bereaved Parent: cited in Mirren, 1995 pl28).
One might question why parents cannot or do not turn to each other in their grief over 
the death of a son or a daughter. Surely there is no-one else in the world more capable 
of understanding the depth of their loss than the other parent of that child?
Klass claims that "each parent is radically alone in grief and bereaved parents tend to 
affirm this view :
People always said to me " at least you have each other ”. It would seem on 
the surface that this would be true. After all, both my husband and I . . .  had 
suffered the same loss and together had seen our precious child buried..  . 
unfortunately it is impossible to give comfort when you feel an equal grief. . .  
too much was expected o f the mate and too little was received (cited in Schiff, 
1977 p4-5 ).
As Gilbert (1989) suggests, when each is suffering so intensely it can be difficult to 
accept and acknowledge the pain of one's spouse.
It has been suggested within the literature that the death of a child can increase the 
likelihood of marital separation between husbands and wives. Najman et al.(1993) 
found evidence of a deterioration in the quality of the marital relationship shortly after 
the death of a child and Schiff (1977) claims that studies estimate as many as ninety per 
cent of all bereaved couples suffer serious marital difficulty within months after losing 
a child. The question is how long does this last and can parents resolve the difficulties 
that have developed and unite in love and marriage?
One argument why parents diverge to such an extent is due to a difference in grief 
patterns. Nichols (1986) claims that there is a difference in the grief response of 
mothers and fathers to the death of a child. Mothers have been shown to have a 
"different assessment of what has been lost" (Gilbert, 1989) - understandably, as they 
bore the child inside them from conception until birth and as a result of this, experience 
"more severe and longer lasting distress" (Hughes & Page Lieberman, 1989).
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According to De Vries et al.(1994), fathers report a greater sense of isolation, 
desolation, loss of control and fear of death when a child dies, while mothers describe 
feeling more anger, despair and preoccupation with thoughts of the lost child and what 
might have been. Empirical evidence reveals that mothers experience higher levels of 
distress at the death of a daughter (Shanfield & Swain, 1984) and likewise fathers, at 
the death of a son (Fish, 1986).
The age of the deceased child does not appear to make a difference in the grief 
intensity for mothers; however, fathers showed increasing grief intensity the older the 
child at time of death (De Vries et al., 1994).
It has been proposed that fathers report feeling responsible for managing and 
controlling the grief of other family members and for seeing that no-one is depressed 
for too long (Cook, 1983). Schatz (1986) suggests that this results in the father 
postponing his grief work until other family members have finished grieving which 
undoubtedly has implications for the family's ability to work through their grief 
together.
One might question whether sex differences in grief responses alone can account for 
the high occurrence of marital difficulties evident in bereaved parents. It is possible 
that in some marriages there is evidence of disharmony before the event of a child's 
death and this needs to be taken into consideration in research on this issue.
Another argument suggested by Raphael (1983) is that such a loss alters forever the 
course of the parents' fives and this in turn alters the parents' relationship to one 
another. As previously discussed, the death of a child can completely transform a 
parent's perspective on life and living and irretrievably change their value and belief 
system to the extent that parents no longer share a similar view on the meaning and 
direction of their future paths.
According to Schiff (1977),-"the grieving process, for a surviving brother or sister is, in 
many ways, like that of a parent" (p86). How true is this in reality? The words of a 
bereaved sibling would appear to disagree :
Their loss is not my loss. By the same token, my loss is not their loss 
(cited in Schiff, 1977 p90)
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To the mother or father, the child that died was a part of their own flesh and blood. 
For surviving siblings, the relationship was different; therefore, one would assume that 
the grief, although sharing some commonalties, would also be different.
It has been said that one of the most difficult roles for a mother or father, when a child 
dies, is to continue being a parent to surviving children, and bereaved siblings have 
often reported a sense of parental abandonment shortly after the death of a child :
Neither my mother or father seemed reachable. . .  they were too busy with 
their own grie f . . .  they made me feel I  was being shoved aside just when I  
needed them most (cited in Schiff, 1977 p84)
Research by Ponzetti (1992) revealed that most parents reported feeling and acting 
differently towards their surviving children affer the death of an offspring. 
Undoubtedly, this would compound a sibling's grief, for in addition to losing a brother 
or sister, they may feel that they have also lost their mother and father as they had
previously known them.
It has been suggested that the extent to which parents and siblings successfully adjust 
to the loss of a significant family member is dependent upon how the family is defined 
after such a loss. According to Raphael (1983), for bereaved families, the deceased 
child continues to be included as part of the family; however, if a family member is 
perceived to be psychologically present but is physically absent, this can result in family 
boundary ambiguity and uncertainty about the definition of the family (Boss, 1980a) 
and it has been said that it is this ambiguity, rather than the actual event of the death of 
a child, that predicts the level of stress in a family unit.
Surviving siblings can sometimes find themselves in the role of substitute for the lost 
child, but in the parents' eyes, can another child ever replace the child they have lost? 
The literature on bereaved parents would appear to propound that remaining children 
can never fill the gap. However, according to Videka-Sherman (1982), having another 
child has been found to be a positive coping strategy for parents.
Quite soon after Rachael’s death, I  knew deep down that the only way forward 
would be to try to become parents again . . .  seeing him progress through the 
different stages o f childhood has been the very best o f therapies (cited in
Mirren, 1995 p94)
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For some women, having another child is not always an option, for example, due to 
age or medical reasons, and although it may be possible to physically replace a child, 
can a child be psychologically replaced?
Rowe et al.(1978) suggested that mothers who became pregnant less than five months 
after the death of a child were at higher risk of experiencing prolonged grief and it is 
understandable how this might occur. Parents may believe that having another child 
will erase their pain and fill their lives with happiness again. However, it is possible that 
through doing this, parents will not adequately grieve for the loss of their first child 
and this may have implications in the long term, both for the parent's mental health and 
for that of the 'replacement child'.
Koocher (1994) has proposed a family focused model to enhance the ability of family 
members to support one another in their grief and consequently, to minimise the 
dividing effect the loss of a child can have on a family. The first step involves family 
members sharing memories with each other and talking about their individual reactions 
to the loss, in order to help each member of the family understand how the other family 
members are experiencing the loss. The second step involves sharing with other family 
members any feelings that accompany recognition of the loss, and the final step entails 
the family discussing as a unit how they can 'move forward' together in their grief.
Professional interventions following the loss of a child
Within the literature, there appears to be consistent evidence that social support is 
fundamental to the resolution of grief and bereavement (De Vries et al., 1994, Walter, 
1996). However, research by Brabant et al.(1994) indicates that support for bereaved 
parents is often not particularly forthcoming and when it is received, the support is not 
sustained over a long period of time.
According to Koocher (1994), the average family will receive increased social support 
for the first few weeks following the loss of a child but over the subsequent weeks, this 
support will decline, usually to a level below the original baseline :
At first, I  was overwhelmed with the response from so many people in the 
community. Our family and close friends were very supportive and helpful. . .  
but as time went on, this changed. I  really don’t think it was intentional. . .  
they would have liked me to pick up and continue to do all things like before, 
and I  just couldn't (Bereaved Parent: cited in Brabant et al., 1994 p72).
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It has been suggested that immediate family cannot provide the support required to the 
grieving parent (Brabant et al.,1994) and after reviewing the above literature on the 
bereaved family, it is plain to see how this can happen. Similarly, friends of the family 
may not know how to respond to such a loss, and therefore, do not know how to 
provide support to the bereaved. Alternatively, Brabant et al.(1994) claim that friends 
who are themselves parents, may avoid bereaved parents as their presence brings home 
the truth that such a tragedy could happen to them and their children.
In view of the lack of social support received by family and friends, it is evident that 
there appears to be a need for professional support following the loss of a child. It is 
also evident, from the above material, that there is a need for this support to continue 
until such a time that the bereaved parent or family, feels that they no longer require 
any additional support in order to adjust to life without the deceased.
However, having said this, it has been claimed that professional help for parents is 
sadly inadequate. In a newspaper health report, Wick (1996) states if you imagined 
that health professionals would join forces to ease the pain of families who lose a child 
suddenly through cot death, accident or illness, you would be mistaken. Instead, new 
research shows that many parents are abandoned to their grief' (p49).
A bereaved parent confirms this claim, reporting that :
the medical profession seemed strangely at a loss in offering us any help in 
the early stages (cited in Mirren, 1995 p i03).
Why is this the case? One would assume that the medical profession would be the ideal 
resource of support for bereaved parents when immediate or extended family members 
. are trying to process the tragic news.
Sugerman (1986) proposes that deaths that occur either suddenly or 'off-time' fail to 
elicit social support because there is no readily available social script to guide the 
responses of'would-be' supporters.
It is possible that any medical professional immediately involved in the deceased child's 
care are themselves too devastated by the loss that like family members and friends are 
unable to provide initial support to the grieving parents. Professionals may feel to a 
certain degree that they have failed the parents by not being able to 'save' their son or 
daughter and therefore may be unable to offer support.
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Lehman et al.(1986) conducted a study looking at the experiences of bereaved parents 
following the loss of a child. From the point of view of the bereaved parents, the most 
helpful support received, was contact with people who had shared a similar loss and 
the most unhelpful support included giving advice and misplaced identification i.e. 
people saying 'I know how you feel1.
In the literature on professional interventions following bereavement, Worden (1991) 
distinguishes between grief counselling and grief therapy. According to Worden, gnef 
counselling involves "helping people facilitate uncomplicated or normal grief, to a 
healthy completion of the tasks of grieving, within a reasonable time frame" and gnef 
therapy involves "specialised techniques to help people with abnormal or complicated 
grief reactions" (Worden, 1991 p37).
This distinction appears to imply that grief counselling can only be utilised when the 
mourner is experiencing what is considered to be a 'normal grief response' and gnef 
therapy is for individuals whose grief is classified as 'abnormal'.
It has been said that the duration of grief after the death of a child exceeds the time 
period generally considered to be 'normal' in grief (De Vries et al.,1994) and in view of 
this, it is debatable whether grief counselling can effectively help any individual 
experiencing parental bereavement.
Worden (1991) also differentiates between the goals of grief counselling and gnef 
therapy. Apparently, the overall goal of grief counselling is to help the bereaved 
individual complete any 'unfinished business' and say good-bye to the deceased. 
Specific goals have been proposed as follows: "1) to increase the reality of the loss; 2) 
to help the counselee deal with both the expressed and latent affect; 3) to help the 
counselee overcome various impediments to readjustment after the loss; and 4) to 
encourage the counselee to say an appropriate good-bye and to feel comfortable 
reinvesting back into life" (Worden, 1991 p38).
The goal of grief therapy, on the other hand, is "to resolve the conflicts of separation 
and to facilitate the completion of the grief tasks" (Worden, 1991 P80). Worden states 
that the resolution of these conflicts involves experiencing thoughts and feelings that 
the client has been avoiding and the therapist must essentially give the client permission 
to grieve in order to work through these emotions.
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Within the field of Counselling Psychology, this differentiation between gnef 
counselling, grief therapy and their respective goals is an interesting distinction to 
make. Is Worden implying that only professionals specifically trained in the field of 
counselling can utilise grief counselling to professionally support bereaved parents, and 
only psychologists and psychotherapists can conduct grief therapy? Similarly, can 
psychologists and psychotherapists not address in grief therapy the goals Worden 
specifically identifies under grief counselling?
One might question whether there is a need for such a distinction in the profession and 
it can be seen, that this undeniably has implications for the practice of Counselling 
Psychology and the professional interventions made in response to bereaved parents.
In view of the uniqueness of parental grief, it can be argued that it would be more 
effective for Counselling Psychologists to adopt an 'individual' approach in their 
interventions with bereaved parents. It has already been suggested that each loss is not 
the same and therefore it would seem more appropriate to view the bereaved client and 
their specific loss from an individual perspective, in order to support the client most 
effectively in their particular grief. This would involve engaging in further individual 
assessment of the client's situation and tailouring interventions specifically to their gnef 
experience rather than following generalised theories on grief interventions which may 
not be applicable to every parent that has lost a child.
Conclusion
It caii be seen, from the above review of the literature on parental bereavement, that 
there is a need for further research in this field. General models of gnef do not appear 
to adequately explain parental bereavement, as they do not acknowledge the 
uniqueness of grief and tend to describe a universal grief response manifest m a senes 
of standardised reactions; specific models evoke similar criticisms. As a result of this, it 
can be concluded that in contrast to the existing 'stage-based' models, there is a need 
for a 'process based' model that accounts for the individual grief responses of bereaved 
parents, without a fixed framework to its structure. As it has been proposed, people 
can move both forwards and backwards in the grief process and a new model needs to 
be flexible to this fluctuation in parents' grief responses.
The above material also appears to point in the direction that bereaved parents are 
professionally as well as socially 'at a loss' in terms of support following the death of a 
child and it can be concluded from this that further research needs to be conducted in
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this domain in order to identify how professional interventions can be improved to help 
support bereaved parents and families more effectively in their grief.
The most effective method of addressing these two issues would appear to involve 
conducting qualitative research on a select sample of bereaved parents and/or families: 
firstly, to identify specific grief responses of bereaved parents following the loss of a 
child, with the objective of developing a model that adequately accounts for 
individuals' reactions; and secondly, to evaluate professional interventions that have 
been experienced by bereaved parents and families in order to determine their validity 
and effectiveness in facilitating the grief process.
One specific way of carrying out this analysis would involve the technique of 
Grounded Theory as this allows an indepth and systematic analysis of the research 
data, in an attempt to construct a theory specific to the data material where existing 
theories are either inadequate, incomplete or absent.
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Bereaved parentsf perceptions of their loss.
Abstract
Objectives
To explore bereaved parents' experiences and perceptions of losing a child
- how they describe personal responses to their loss and mechanisms of coping with 
their grief.
- their perceptions of the grief experience evaluating whether parental grief is unique; 
whether there is a universal sequence of stages that grieving parents progress through; 
and whether bereaved parents recover from such a loss.
- to examine and compare accounts of the grief experience of different family members 
following the loss of a child.
- to review bereaved parents' experiences of support, identifying social and 
professional sources of support and evaluating positive and negative experiences. 
Method
Ten in-depth interviews were conducted with bereaved parents from the South-East of 
England, recruited through The Compassionate Friends - a nationwide organisation for 
bereaved parents. Interpretative Phenomenological Analysis was used to gain an 
'insider's perspective', as far as possible, on the experience of parental bereavement. 
The interviews were transcribed and analysed for recurrent themes which reflect key 
perspectives within the data.
Results
Three major themes were identified within the analysis: 1) the magnitude of the loss; 2) 
the nature of the lost relationship as a determinant of the grief reaction; and 3) support 
and mechanisms of coping.
Conclusions
Existing psychological models of grief and parental bereavement do not adequately 
account for the multi-dimensional grief reactions and unique dimensions of parental 
grief. In response to this, a new process-based model is suggested as an alternative 
way of portraying the grief experience of bereaved parents and implications for social 
and professional interventions, therapeutic practice and further research are discussed.
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Introduction
The loss of a child has been described as 'the most traumatic of losses' (Klass, 1986),
'the ultimate tragedy' (Schiff, 1977).
Within the literature on Parental Bereavement there is a general consensus that the 
grief resulting from such a death is "devastating" (Brabant et al., 1995), "complex" and 
"affects every facet of one's personhood . . physically, emotionally, socially, spiritually, 
cognitively and behaviourally" (Gyulay, 1989 pi). According to DeVries et al. (1994) 
the duration of parent's grief after the death of a child exceeds the time period 
generally considered to be 'normal' in grief.
It has been proposed that parental grief is unique due to the uniqueness of the parent- 
child relationship (Rando, 1986); the notion that children are a part of the self, an 
extension of the parent (Braun & Berg, 1994); and the unnaturalness of children dying 
before their parents (DeVries et al., 1994).
General models of grief have been applied to parental bereavement, for example, 
Kubler-Ross's (1969) five stage model of mourning: 1) denial and isolation; 2) anger;
3) bargaining; 4) depression; and 5) acceptance. However, it has been suggested that 
these models do not adequately account for the 'unique' characteristics of parental grief 
and the complex grief reactions exhibited by parents after the death of a child (Klass & 
Marwitt, 1988-89).
Such models have been criticised primarily because they depict the process of grief as a 
clearly defined universal sequence of categorised stages and yet everyones reaction to 
a loss will be different due to the uniqueness of the relationship between the bereaved 
and the deceased.
Specific models of parental bereavement have since been proposed. For example,__
Rando (1984), categorises parental grief into three phases, beginning with avoidance 
where shock, confusion, numbness, disbelief and denial comprise typical reactions. In 
the second phase - confrontation - the parent is said to be overwhelmed by feelings of 
grief, despair and anger which can be either internalised and experienced in the form of 
guilt and self-blame or externalised and displaced onto others e.g. God, medical 
professionals and/or the deceased child . Re-establishment is the final phase in which
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the parent experiences a gradual decline in grief and emotionally and socially re-enters 
normal activities associated with daily living.
Again these models have been criticised because, according to Braun & Berg (1994), 
viewing the experience of parental bereavement in terms of its occurrence in 
predictable stages is inappropriate as this implies a grieving experience should reach a 
final stage of resolution.
Within the literature, researchers continually refer to the recovery and resolution of 
parental grief though also describing a shadow grief - "an empty historical track" that 
stays with the parent for the rest of their lives (Klass, 1989).
Comparatively few studies have focused on the grief experience of parental 
bereavement and therefore the principal objective within this study is to examine 
bereaved parents' own accounts of their experience - how they describe personal 
responses to their loss and mechanisms of coping with their grief; their perceptions of 
the grief experience, evaluating whether parental grief is unique, whether there is a 
universal sequence of stages that grieving parents progress through and whether 
bereaved parents 'recover* from such a loss.
The death of a child elicits grieving from all members of a family system. Schiff (1977) 
proposes that the grieving process for a surviving brother or sister is in many ways like 
that of a parent; however bereaved parents cited in this work claim that a parent's grief 
is not the same as a sibling's grief. The present study aims to examine and compare 
accounts of the grief experience of different family members following the loss of a 
child.
The evidence is consistent within bereavement literature that social support is 
fundamental in grief (Devries et al., 1994; Walter, 1996). However, research by 
Brabant et al. (1994), indicates that support for bereaved parents is often not 
particularly forthcoming. Sugarman (1986) proposes that this is because "there is no 
readily available social script to guide the responses of would be supporters".
It is suggested that partners are unable to support one another in their grief because 
when both of the parents are grieving as intensely, it is difficult to acknowledge each 
other's pain (Gilbert, 1989). Members of the immediate family are often also unable to 
provide the required support for similar reasons.
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In addition to this lack of social support, it has been claimed by Wick (1996) in a 
newspaper health report that professional help for parents is also inadequate, with 
research showing that many parents are 'abandoned' to their grief. In view of this, the 
final objective of this study is to review bereaved parents' experiences of support, 
identifying social and professional sources of support and evaluating positive and 
negative experiences of these.
Method
A qualitative approach for analysis was chosen because bereaved parents are not an 
easy sample to access and therefore an in-depth interview was favoured in contrast to 
distributing quantitative questionnaires due to a small sample size.
The use of this method enabled the researcher to explore many facets of experience 
through the use of prompts and probes within the interview, for example, to check that 
the interviewee understood the question, and the questions yielded the appropriate 
data. It opened up access to process data and also enabled the researcher to check that 
the participants were not left distressed as a direct result of the content or process of 
the research methodology.
Ten interviews were conducted with bereaved parents from Kent, Essex and Surrey in 
the South-East of England, recruited through The Compassionate Friends (TCP) - a 
nationwide organisation of bereaved parents. All of the bereaved parents who 
participated in this study were area contacts for TCP providing support to other 
bereaved parents within their localities.
All of the interviewees gave written consent to participate in this study, and the names 
of all the bereaved parents and the people they refer to have been changed to protect 
confidentiality.
The interviews took place in the interviewees' homes and lasted approximately two 
hours. The interview schedule was compiled following a review of the literature on 
parental bereavement and an informal discussion with a bereaved mother from TCP 
about her experience of losing a child. The interviews took on a two-fold dimension, 
with the questions firstly focusing on the interviewee's personal experience of losing a 
child - asking for information about the child before the death, the circumstances of the 
death and the bereaved parents' experiences of the time since the death, in relation to 
how the whole family has coped and what support they may have received. Secondly, 
information was requested about the area contact's supporting role within TCP and
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their experience of supporting other bereaved parents through this role. Participants 
thereby acted as key informants (Gilchrist, 1992) enriching the data set through their 
knowledge and observation of a wider sample of bereaved parents.
An interview schedule was employed (see Appendix 1) consisting of open-ended 
questions and probes e.g. would you tell me more about. . . etc. The primary focus of 
the interview schedule was to ascertain the interviewee's perspective of their loss and 
its implications and therefore each interview was subject to a degree of flexibility in 
format dependant upon the participant's responses.
The interviews were recorded on audio cassettes which were then transcribed. The 
interview transcripts were then analysed using a qualitative form of analysis - 
Interpretative Phenomenological Analysis (Smith, Flowers & Osborne, in press; 
Flowers at al., 1997). This approach is principally used to gain an insider's perspective, 
as far as possible, of the research subject, in this case, parental bereavement.
Transcripts were analysed for recurrent themes within individual interviews and across 
different interviews according to the following process. Each transcript was repeatedly 
read and highlighted for points of interest or significance in relation to the research 
topic. Key concepts or emerging themes were documented in the margin of the 
transcript and given a title that captures the essence of the highlighted text. These 
preliminary themes were then clustered across the transcripts to produce a final listing 
of major themes which reflect the participants' key perspectives within the data.
Through using this method, the raw material is explicit and therefore the reader is able 
to evaluate for him/her-self the persuasiveness of the interpretations made from the 
data.
On the whole, numerical indices will not be attached to these themes as the principal 
objective of the research was to explore the range of participants' experiences of 
parental bereavement and the use of numerical indices in a study generating 
thematically diverse qualitative data from a small sample tends to underplay the 
significance of the themes identified. Phrases such as 'many' and 'some' will be used in 
keeping with the recommendations of other qualitative researchers (Kreuger, 1994; 
Morton-Williams, 1985).
There were no pre-defined criteria for determining the extent to which a theme had to 
occur to merit citation.
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In the quotations illustrating the various themes, material in round brackets is 
clarificatory; empty square brackets [] symbolise irrelevant data in this specific citation 
from a single participant; and three dots . . . signify different participants' responses 
within one illustration of a theme.
Analysis
Demographic Information
Of the ten interviews conducted, eight participants were bereaved mothers who 
described their own perspectives, in addition to indirectly relating their partner's and/or 
surviving sibling(s)' perspectives as appropriate. Two interviews involved interviewing 
the bereaved mother and father as a couple with each giving their own direct account 
in response to the interview questions. Neither couple had other children at the time of 
bereavement and therefore a sibling's perspective of the loss was not addressed in these
interviews.
Participants ranged in age from 31-66 years (mean age, 52 years; SD 2.67). All of the 
participants were Caucasian. Ten were married, one divorced and one single.
The following three tables provide a summary of the participant's level of education 
(Table One); employment status (Table Two); and social class (Table Three) 
classified on the basis of occupation (Office of Population Censuses & surveys, HMSO
1970).
Table Four provides a summary of the characteristics and circumstances surrounding 
the bereavements discussed in this study.
The length of time participants had been an area contact for The Compassionate 
Friends ranged from 9 mths-10 yrs, in which time they had supported a range of 5- 
100+ other bereaved parents through this role.
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Table One : Summary o f Participants' Level o f  Education.
HIGHEST EDUCATIONAL QUALIFICATION. NUMBER OF PARTICIPANTS.
NONE 4
CSE/O-LEVELZGCSE 3
A-LEVEL 1
DIPLOMA 4
DEGREE 0
0
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Table Two : Summary of Participants* Employment Status.
STATUS OF EMPLOYMENT. NUMBER OF PARTICIPANTS.
STUDENT 0
EMPLOYED 8
UNEMPLOYED/
NOT CURRENTLY WORKING
2
RETIRED 2
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Table Three : Summary of Participants1 Social Class.
SOCIAL CLASS. NUMBER OF PARTICIPANTS.
I 0
n 1
III N(ON-MANUAL) 6
in  M(ANUAL) 0
IV 1
V 0
RETIRED 2
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Table Four : Summary of Participants* Parental Bereavements.
Interview No. No. of
parental
bereavements.
Age of child at 
death.
Cause of 
death.
No. of years 
since loss.
Other 
surviving 
children at 
time of death.
1 1 son 11 mths accident in the 
home
7 yrs none
2 1 son 9 vrs brain tumour 11 vrs none
3 1 daughter 
1 son
17 yrs 
17 yrs
suicide
road traffic 
accident
5.5 yrs
4.5 yrs 1 younger son
4 1 son 15 yrs epileptic fit/ 
viral infection 
of part of the 
brain
4 yrs lolder
daughter & 1 
older son
5 1 son 4 yrs road traffic 
accident
25 yrs 1 older son
6 1 son
1 daughter
13 yrs
2 days after 
birth
pneumonia
premature
10 yrs 
27 yrs
none
none
7 1 son 21 vrs suicide 6.5 vrs 1 younger son
8 1 son 25 vrs suicide 6 vrs 1 older son
9 2 daughters 6.75 yrs
10.75 vrs
accident in the 
home
25 yrs none
10 1 son 22 yrs road traffic 
accident
4 yrs lyounger
daughter
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Interpretative Phenomenological Analysis (IPA)
The analysis presented below focuses upon the major themes predominant in 
understanding the impact and implications of losing a child from the perspective of 
bereaved parents. Understandably, it is not possible to ascertain a complete insider's 
perspective on parental bereavement and therefore this analysis also includes the 
researcher's own interpretations of the participants' conceptions of their experiences.
Extracts were chosen that predominantly highlighted the recurrent themes from the 
interviews. Not all of the major themes discussed are relevant to all participants; 
however, in general they represent a reflection of bereaved parents' perceptions of 
losing a child.
Three major themes were identified within the analysis. Firstly, the magnitude of the 
loss - which presents the bereaved parents' perceptions on the depth and intensity of 
the grief experience from losing a child. Secondly, the parental attribution of the nature 
of the lost relationship between the bereaved and the deceased as a determinant of the 
grief reaction experienced by different family members of the bereaved family, and the 
final theme presents bereaved parents' mechanisms of coping with their loss and their 
perceptions of received support, both social (family, friends, other) and professional 
(medical/counselling) in relation to its adequacy and contribution to the grief 
experience.
Magnitude of loss
There was a general consensus amongst all of the bereaved parents interviewed within 
this study that the loss of a child is the greatest loss you could ever have :
"It's the ultimate that can happen to you [J there is no other grief as bad as 
losing your child. . .  It totally overshadows all other bereavements I  have 
experienced in my life, completely and utterly".
Every bereaved parent within this study portrayed a multi-faceted grief response in 
their personal experiences of losing a child.
Some parents described a very physical sensation of emptiness - "You feel you’ve been 
scooped out right into the very pit o f your stomach".
Many parents described a surreal and depersonalised quality to their grief response 
particularly in the early days of bereavement - "/ was so controlled that I  think it must
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ha\’e been shock because I  was doing everything that I  had to do as though I  was 
acting in a play or doing it fo r someone else
Other commonly described emotional responses included:-
Guilt - "guilty about big things, guilty about little things’1. . . "the fact that your life 
is going on and theirs has stopped". . .  "I should have been there and done something 
to prevent this from happening".
Anger - at God; at the medical profession - "I didn’t bring him here to die"; at the 
child him/her self - "When I  saw him all I  wanted to do was shake him I  was so angry 
with him", particularly if the death was through suicide - "How could he do this?"; at 
other mothers whose children are still alive; and at the unfairness and injustice of the
death.
Resentment - "/ was very resentful o f old men and almost wished they were dead and 
also I  found teenage boys o f about Scott’s age, I  didn’t wish they were dead but 
I  would look at them and think how can you be so carefree [] when I  read things in 
the papers about boys at that age being violent, committing murders and 
whatever else, I  just thought how unjust".
A wish to die was frequently expressed, although in most cases, not through suicide as 
this would be "a weakness". One parent described her son being so brave in his fight 
against a brain tumour that she felt she too had to be brave now in her grief.
The following extract is from a bereaved mother whose son took his own life :
"I did actually consider taking my own life [] I  realised that I  couldn’t do that 
as I ’d  seen what suicide does, how could I  do it to them again [] I  could quite 
actively cross the road without looking. I  would drive too fast because I  
- thought well i f  I  have an accident then everyone will accept that it was an 
accident and I  would be out o f it thank-you very much. There was a time when 
it was suspected that I  had breast cancer and I  can remember thinking ’ oh 
good’ ".
This mother wanted to be "out of it" - away from the intensity and depth of the multi­
faceted grief. The fact that she had seen what suicide does to a family and yet she still
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desperately wanted to end her own life would appear to emphasise the magnitude of 
the loss experienced by bereaved parents.
At a cognitive level, parents described "utter disbelief and an inability to comprehend 
the fact that their child has died - "You can't deal with it, you don't want to deal with 
it, you sort o f shut yourself o ff in a goldfish bowl and you can feel the whole world 
still operating out there but it's not functioning as far as you're concerned".
Possibly the bereaved parent doesn't want to comprehend it because it is such an 
enormous loss and so unnatural - children are not supposed to die before their parents.
Many interviewees described a hierarchy of loss in their conceptualisations of losing a 
child - "Your grandparents go, your parents go, then you go and your children come 
after you, you don’t expect to bury your child".
This suggests that within the parental responses, there is a natural progression of 
expectations in relation to loss and it would seem that any death that falls out of 
sequence within this progression totally violates societal norms, devastates all 
comprehension of the loss and precipitates the intensity and multi-dimensional nature 
of the grief reaction experienced in such a bereavement.
For parents who have children, the greatest violation in this hierarchy is the death of 
their child(ren); however, if an individual has not had children then the ultimate loss 
can be seen to be different
"jf depends on whether you’ve had a child then it s like the ultimate that can 
happen to you but i f  you take a person who has never had a child then 
obviously the next person closest to them like the mother or father then that's 
going to be o f equal devastation to them ”.
Several participants inferred that losing their spouse would not be of such significance 
as losing their child:-
"I could probably get over losing Carol as I  would probably meet another 
lady for companionship or whatever but Mark was part o f me, it was through 
us he had life. We made Mark and part o f me has gone which I  can't replace. I  
can replace Carol and she can replace me. My sister has lost her husband and
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she has replaced her husband and my friend lost her husband and she's 
replaced him and she's happy. I  can never replace Mark and be happy".
It can be seen from the above example that losing a child has implications for the self- 
concept and identity of this bereaved parent - in losing a child you lose part of yourself. 
This was a perception commonly reported by the participants of this study. In the 
words of another parent, it's "losing half your life".
What would seem to be implicit in this response is that your spouse is not created from 
your own flesh and blood and therefore there is no personal responsibility in creation 
as there is with a child and this, it would seem, compounds the parental grief and 
contributes to the magnitude of the loss.
Many bereaved parents described an implicit 'extended bereavement' in addition to 
their direct loss and the implications this has for their self-perception:-
"/ can't believe there's a parent anywhere who does not imagine the day their 
child gets married, the day their child produces a grandchild and you've lost 
that fo r that child”.
This loss would again appear to be multi-dimensional - parents not only lose the 
possibility of an extended family at a physical level but they also lose the fantasy and 
the hope. In the words of another parent "there is no dream o f the future anymore” - 
all that potential has been shattered and for some, there is no purpose any more and 
subsequently no future:-
"Most people get married to have families and you want to give your family 
everything you can, you work hardfor i t . . .  I  look back over the years and 
think o f what I've done, worked hard and what's it all about, it's all gone. It's 
very difficult to find  a purpose to live and carry on . . .  what have I  got to 
wake up for, what is there fo r me?".
According to the parental responses in this study, losing a child changes your 
perspectives on life. In the words of one bereaved parent, "time is now a dead time" - 
life does not equate to much or have any meaning anymore now their child has died. 
This would seem to connect to the parent's self perception that children are a part of 
the parent and consequently once that child has died, the parent also feels that a part of 
them has died which cannot be recovered.
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Several participants suggested that for parents who have remaining children, this 
feeling might not be so intense as they still have "something to live for" i.e. they still 
have some parts of themself alive, whereas if the child was an only child for the parent, 
this would appear to have implications for the magnitude of the loss experienced in the 
grief reaction.
Some participants expressed an opposite viewpoint as a consequence of their loss - 
"life is short [] I'm not going to waste life . . .  I'm going to use the years to the best o f 
my ability" i.e. their loss emphasised how precious and time-limited life is.
Most of the bereaved parents interviewed asserted both from their personal experience 
and their experience of supporting other bereaved parents that the loss of a child is an 
'unrecoverable loss' - "You get through, get by, get along but you never get over losing 
a child. It's an experience you remember until your dying day".
What seems to be implicit within the responses is that to recover from losing a child 
means to forget that child and what has happened:-
" 'Get over it' is like you've stepped over a log or something and you've got 
over it and now you're out and it's all behind you and you're back as i f  it never 
happened I  don't think there is that stage because even i f  you live fo r a 
hundred and fifty  years you would always at some time reflect on that person 
you've lost. You might not always feel sad but there will always be a time when 
your heart feels hurt with the pain. Getting over it to me means that you don't 
ever experience the pain and everything is sorted out. People seem to think 
that everybody has got to get over it in order to function but I  don’t think 
people need to in order to get on with their lives".
The metaphor used in this extract highlights a common perception amongst the 
bereaved parents interviewed in this study that saying you get over it is as if it was of 
no significance like for example stepping over a log. However, in relation to the loss of 
a child, the general perception from the responses seems to be that you cannot get over 
it because it is so significant i.e. because that child is a part of you.
One mother who has been bereaved for 25 years claims that you can recover from 
losing a child:-
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"/ have to say yes but I  think most people I  see would say that you never do 
but I  know that life can and does go on and it doesn’t have to be a dreadful 
life, it can be a positive life and a fulfdled life because I ’ve had one”.
However, she also said that there is always a huge sadness and sense of loss in her life 
which would seem to equate to the shadow grief described in the literature on 
bereavement (Klass, 1989).
In view of the above response, it could be argued that the possibility of 'recovery' is 
dependent upon the length of time a parent has been bereaved but what seems to be 
significant from the responses in this study is how a parent defines recovery - what 
does it mean to them?
In concluding the presentation of this theme, it can be seen that the parental accounts 
in this study emphasise the magnitude of the loss through the death of a child. It is 
perceived as the ultimate bereavement, possibly because of the intensity and depth of 
the multi-dimensional grief reaction experienced by bereaved parents. It would seem, 
in turn, that this connects to the influence of the following major theme within this 
analysis, namely the unique relationship between the bereaved and the deceased as a 
determinant of the grief reaction experienced i.e. that the child is their flesh and blood, 
a part of the self. Possibly, part of the parent has died with the child and as a result of 
this it is perceived that there is no recovery from such a loss - the parent cannot get 
that part of themselves back just as they cannot get their child back.
Nature of Lost Relationship as a Determinant of the Grief Reaction
Parental accounts within this study claim that the grief experiences of different family 
members are different, even though they have all lost someone who is important to 
them. Explanations about this focus on the nature of the relationship of the bereaved to 
the deceased
"everybody is different. It's not the same as everybody's relationship is 
different”.
The view of some bereaved parents was that the grief from losing a brother or a sister 
will be of less consequence to the sibling's life than it is to the parents and the grief will 
probably be shorter lived. An explanation for this is that a sibling's grief is perceived by 
the parents as different due to the nature of a sibling's relationship to the deceased in 
comparison to a parent-child relationship i.e. the sibling did not produce the child and
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consequently does not feel the magnitude of the loss that the parents do. As a result of 
this, in the eyes of the parents, it would seem that for siblings, the loss of a brother or 
sister is not the ultimate bereavement in their hierarchy of loss. Possibly their ultimate 
bereavement would be the loss of their parents.
However, one parent through her experience of supporting other bereaved parents 
claimed that most have had problems with the surviving children, for example, in the 
form of anti-social behaviour or changed behaviour:-
"They feel that you loved the child who died more than you love them which 
isn't true but they feel it because everything is centred upon the child you've 
lost".
Another parent described her daughter saying to her "Mum, why are you so unhappy? 
I  am still here" - she could not comprehend the magnitude of her mother's grief and 
could not understand that the surviving sibling(s) cannot make up for the lost child.
It has been suggested that in the grief process, parents do not have the emotional space 
to take on the surviving siblings' needs as well as their own which often results in the 
siblings being left to their own devices to deal with their grief. Dependent upon the 
sibling's age at the time of their loss, they may not have developed effective coping 
mechanisms to deal with a loss of this magnitude and the only way they can express the 
pain of their grief is through anti-social/changed behaviour.
It could be argued that siblings also experience an extended bereavement through the 
loss of a brother or sister, in addition to the loss of an extended family i.e. 
brother/sister-in-laws, nieces/nephews, as parents lose son/daughter-in-laws, 
grandsons/daughters - they also lose the part of the parent that has died with the child 
and possibly a sibling's grief is a reaction to all of these losses.
In relation to parental grief, it has been suggested by the participants of this study that 
a mother's grief is not the same as a father's grief and this would seem to reflect the 
unique nature of relationships i.e. a mother-child relationship is not the same as a 
father-child relationship. Common explanations within this study focus on the fact that 
the mother gives birth to the child and there is a fundamental bond there that the father 
cannot be included in even if he is present at the birth.
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Many parents reported experiencing a different grief reaction from their partners:-
"For some considerable time I  was incapable o f doing anything [] my 
husband was completely different. The day after Tim died he was working [] 
his work has always been o f huge importance to him [] I  was horrified, how 
can he go back to work It was almost to me then as i f  it was o f small 
significance that he could go on as normal [] I  couldn't understand why he 
wouldn't cry with me, his response was that there is no point in us both falling  
apart together".
This extract highlights two key differences between a husband and wife in their grief 
reactions described in the parental accounts of this study: firstly, in the way they deal 
with their grief and secondly, in the way they express their grief. The bereaved 
mother's reaction in this example possibly connects to the magnitude of the loss and 
the unique bond between a mother and child and the father's reaction possibly reflects 
the inability to comprehend the loss because of its magnitude and unnaturalness, hence 
the only way for this father to deal with it is to try and maintain some kind of normality 
to his life and his family's life.
What also appears to be implicit within this example is the notion that one partner must 
stay strong, you cannot both go to pieces, one needs to look after the other and this 
was a common pattern presented by many interviewees:-
"We were just like scales, when one was up, the other one was down".
The different grief reactions would appear to reflect the unique nature of parental 
relationships with their child. Even though the parents have lost the same child, each 
parent has genetically contributed a different part of the child and psychologically the 
child is likely to have taken on different personality characteristics and emotional 
qualities from each parent. Consequently, the grief reaction of each parent would 
appear to be determined by what that child meant to them and possibly also how much 
the parent sees the child as an extension of him/her self.
The general picture from the participants' personal experiences and their experience of 
supporting other bereaved parents was that partners either become closer through the 
grief process or they drift apart and this it would seem results from the different ways 
parents express their grief and how they perceive their partner's grief:-
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"Matt and I  weren't able to support one another, he was trying to support 
me but he was suffocating me. I f  I  was having a good cry, he would try and 
comfort me, he wasn't interested in crying and he didn't seem to be the way I  
fe lt he should be [] I  expected him to be showing how he fe lt but he wasn't".
From their experience of supporting other bereaved parents, most of the bereaved 
parents interviewed held the opinion that there are common grief reactions experienced 
by all bereaved parents and these included guilt; anger; hatred; frustration; shock; 
numbness; hurt; pain; yearning; searching for the deceased child; wanting to talk about 
the child; and a feeling that they should have protected their child and done something 
to prevent their death - again emphasising a multi-dimensional grief reaction as 
described by the interviewees in relation to their personal experience of losing a child.
One participant felt that there are common grief reactions experienced in relation to 
any bereavement, not specifically to parental bereavement but claimed
"When it’s with a child it intensifies, the guilt intensifies and certainly the day 
to day feelings o f loss are intensified"
This would appear to connect to the unique nature of the parent-child relationship and 
the implication of the parent's self-perception as a consequence of the lost relationship 
contributing to the magnitude of the loss.
Some participants propounded that these reactions occur in a common order but feel 
they probably manifest themselves in different forms:-
"we might grieve in a different way but I  think you all go through the same at 
the end o f the day".
Of those who affirmed a 'common grief reaction' the proposed sequence of emotions 
comprised some combination of shock and/or numbness initially, followed by guilt and 
anger although it was not unanimously agreed in which order the guilt and anger were 
subsequently experienced.
Other participants felt that although the grief reactions might be universal, the order in 
which they are experienced is not:-
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"Bereavement takes its course, not after so many months you should be doing 
this and after two years you should have dealt with it. The books read as i f  it 
was a progression and I  got very worried because it wasn't like that. I  was 
getting all the feelings in one day [] the emotions are far too confusing, it's 
three steps forward, two back and sometimes it's four back [] you cannot set a 
text progressively, it doesn't work like that".
Evaluating this in relation to existing literature on the grief process, it would seem that 
the parental accounts from this study reveal consistent findings regarding the 
appropriateness of the current general grief models and specific parental bereavement 
models i.e. that such models do not adequately account for the grief experience of 
bereaved parents. Some of the phases/stages in these models portray similar feelings 
and emotions to the responses outlined in this study; however, the identified unique 
qualities of parental bereavement deem such models inapplicable, namely, the 
magnitude of the loss - that the death of a child is the ultimate bereavement and is an 
unrecoverable loss; the unnaturalness of the bereavement in relation to societal 
expectations of death; the implications the loss of a child has for the identity and self- 
concept of the bereaved parent; the extended bereavement/ loss of a future experienced 
in addition to the direct loss; and the nature of the lost relationship between the 
bereaved and the deceased as a determinant of the grief reaction experienced.
In view of this, it might be more appropriate not to have a model depicting the process 
of parental grief in clearly defined stages as this does not seem to be the case but 
alternatively to apply a process-based model that accounts for these unique 
characteristics of parental bereavement, the different manifestations of parental grief 
reactions that can arise, and flexibility in the order and format of the different 
constituents so that movement anywhere in the model can be both forwards and 
backwards.
See figure one for a proposed process-based model, devised in reflection of the 
parental responses from this study, as well as the existing literature and research on the 
grief reactions of bereaved parents (e.g. Gyulay, 1989; Golding, 1991; Parkes, 1996).
This model attempts to portray the multidimensional grief responses experienced by 
bereaved parents following the loss of a child, namely, physical, emotional, cognitive, 
behavioural, spiritual and social responses. Two-way arrows connect all of these 
responses, implying that movement between the different responses can be both 
forwards and backwards or interspersed. The model does not follow a time sequence
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in view of the parental responses in this study, although it does accommodate the 
interviewee's perception that the grief response does decrease in intensity with time but 
without specifying a time period when this should occur as this would appear to be 
individual to the bereaved parent and influenced by the unique nature of the bereaved 
parent s relationship with his/her child. Additionally, the model does not comprise a 
final stage of resolution in view of the parental accounts that such a loss is an 
unrecoverable loss but incorporates the shadow grief that stays with the bereaved 
parent indefinitely.
This model has only been proposed for application to the grief experience of bereaved 
parents. A sibling's grief experience has not been included within this model as the 
material described in this study was reported by the parents and comprises their 
perception of surviving siblings' grief experiences and consequently may not provide an 
accurate reflection.
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Support and Mechanisms of Coping
Many of the parents interviewed reported that the support they received in their 
bereavement was inadequate for their needs and contrasted to how they would have 
liked people to have responded to them. The minority view seemed to be satisfaction 
with the way people responded to and supported them in their loss.
For example, in relation to the medical profession:-
"The hospital couldn't get us out fast enough and looking back that's not what 
we wanted. We wanted to spend some time with him. That's the last time you’re 
going to be with that person and just to pick him up and say goodbye on your 
own, but no they think it's upsetting and you are going to get into a state, but 
you're in a state anyway [jthey had him in intensive care and came through 
and told us that they'd lost him - those were his words - they were so formal 
about things”.
What these responses imply is that some medical professionals do not know how to 
deal with a loss of this kind:-
"/ remember the Health Visitor coming a couple o f days or so after James 
died, she was completely lost, Ife lt sorry fo r her really because she came in 
and said 'I can’t do anythingfor you because I  just don’t know how you feel. 
I've never known this situation’ and she left”.
Possibly, the medical professionals' responses described in these extracts reflect the 
bereaved parents' position in relation to such a loss i.e. the inability to comprehend it 
due to the unnaturalness of the death and the magnitude of the loss, and this influenced 
their subsequent interventions with the bereaved parent.
Some parents described receiving counselling support at some time during their 
grieving process. For some people their evaluation of this was good:-
"you can offload the pain and because they are trained they'll just walk away 
and cope with it”. . .  "the Cruse counsellor was a very quiet ordinary lady 
who wanted to come and listen and was interested and wouldn’t just talk about 
Ben but about the whole family . . . s h e  didn't ask me questions, she just let me 
talk”.
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However, for other parents, their experience was not quite so good. One participant 
spoke about her counselling at a GP surgery:-
"It wasn't really the solution for me, partly because it was too short (six 
sessions) [] (she was) highly trained on a lot o f different things and I  think she 
lost sight o f the fact that I  had gone there just for grief-1  fe lt analysed [] at 
the end I  had a little questionnaire put through my door about the value o f 
counselling and one o f the questionswas 'doyou thinkyou are cured?' and I  
thought well there is no cure so that was a bit thoughtless to put out a 
standard thing without just checking it through. It's not like quitting smoking".
It is possible that within the above extract, that the belief that counselling was too 
short connects to the perceived magnitude of the loss of a child described in the 
parental accounts of this study and also to the unique nature of the lost relationship 
between the bereaved parent and the deceased child which cannot be replaced.
Another parent said she "always thought it would be a kind o f weakness" if she went 
for counselling which seems to suggest important implications for the way parents 
perceive themselves in relation to seeking help in their grief.
In relation to support from non-professionals, the general picture seemed to be that 
bereaved parents received a multitude of practical support from family, friends and 
neighbours etc.:-
"my Sister came fo r 6-8 weeks every Saturday and did my housework fo r me " 
"a friend who lives round the comer became 'meals on wheels' and she 
did that fo r nearly a fortnight until I  said look I  think I'm alright now".
Such help was perceived as "wonderful" by the bereaved parents at a time when they 
did not want to or did not feel capable of doing such practical chores as cooking, 
shopping and cleaning, either as a result of feelings of depression in their.grief or 
because of the insignificance of these tasks in relation to the child they have lost.
What seemed to be missing was the availability of emotional support for the bereaved 
parents. This might be because, as one parent said:-
" unless you go telling people that you want help, it's not there ".
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However, most of the participants in this study felt that they could not turn to their 
family and friends, principally because they too were grieving:-
"I didn't want to talk to my mum because Ife lt her pain as well"
. . . "we all held back because o f each other" . . .  "the friends that I  would 
have spoken to, I  knew they were hurting and I  couldn't hurt them anymore
For some parents, the experience was that other people could not handle their pain - 
"close friends were suddenly all booked up" or they perceived that other people would 
not be able to handle their pain or would not understand their loss and grief:-
"we have friends but you can't turn to them because they don't understand"
. . .  "they don't really want to know how you feel, however kind they are 
being, they can't handle it" . . .  "you can't talk to friends as people are 
embarrassed i f  you start crying".
Possibly, practical support is all friends and family are capable of providing - if they 
too are grieving, it is likely that all their emotional energy is tied up with their own 
grief and they do not have the emotional space to consider the bereaved parent's needs, 
similar to the parent's inability to acknowledge the sibling's needs.
Even with their partners, many parents described a lack of emotional support and this 
would appear to be for the same reason:-
"You want people to take care o f you and your partner can't do that because 
he's exactly the same. It's the first time I've ever fe lt I  can't give him 
anything".
What does seem to be implicit within these responses is that detachment appears to be 
a prerequisite for support. Family and friends are sometimes too involved in the 
immediate grief to be able to provide support, and thus it appears that emotional 
support can only come from someone who is 'outside' of this network or is perceived 
to be more detached:-
"counsellors are only any use because they are totally detachedfrom it". . .
"I can talk to my brother without feeling he's in too much pain. Even though 
he loved Stephen, Ifeel that he's just a little more detached you know".
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It is possible that friends and family, like the parents, are unable to comprehend it due 
to the magnitude of the loss and the unnaturalness of the death in relation to perceived 
societal expectations, whereas individuals who are detached from the situation, may 
not be feeling the intensity of the grief that people who are involved in the immediate 
grief experience.
At the end of the day, most parents claimed, both from their personal experience and 
their experience of supporting other bereaved parents, that support is very important 
and makes a vital contribution in their grief experience, though what seems to be clear 
is a need for more emotional support from family, friends and/or support agencies. 
From their experience, "people being willing to give them time and to listen" helps 
bereaved parents to cope.
Some participants in contrast expressed that regardless of support, the only person 
who is going to get you through is you i.e. you are the only one who can comprehend 
the magnitude of your loss because of the uniqueness of the relationship between you 
and the deceased child.
The significance of the 'shared experience' for bereaved parents came across very 
strongly within the interviews. The bond between bereaved parents that they really 
know the pain appears to be fundamental:-
"When I'm with someone who has lost a child, I'm the same as them”.
Many bereaved parents expressed a feeling of isolation in their grief until they made 
contact with The Compassionate Friends (TCF) >
"I'd never met anyone whose child had died. . .  suddenly there were people 
who could relate to what I  was going through and I  wasn't on my own ".
It can be inferred from these responses that only people who have also lost, a .child can 
understand the magnitude of the loss; the complex and multi-dimensional grief 
reaction; and the implications the lost relationship has on the bereaved parent's self­
perception.
In addition to no longer feeling alone, what also came across in the parental responses 
was an 'instillation of hope' through contact with TCF:-
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"You can see people further on that are still alive, are very much alive . . . and 
I  keep thinking one day that will b eme . . .  it makes you realise that you can 
carry on".
Possibly it gives the bereaved parent hope that the intensity of the grief will reduce 
with time. For some bereaved parents, this shared experience is so significant :-
"unless you've been through it, I  don't fee l that people are qualified to counsel 
[] unless you've actually been there, there is no way that you can try and 
imagine how that other person feels".
This would seem has important implications in relation to sources of support, 
particularly, medical/counselling support.
Although all the bereaved parents in this study are members of TCF and therefore 
experienced directly this shared bond between bereaved parents, other people referred 
to by the interviewees who have not had any involvement with TCF have also implied 
a similar significance. For example, one bereaved mother described a friendship 
between her surviving son and another boy who had also lost a brother>
"I think they do talk about them and discuss things. I  do think there is a bond 
between them".
Similarly, one interviewee's partner said he talks to a man at work whose wife had died 
suddenly and the interviewee interprets this in connection to a common bond of 
bereavement and loss.
For many of the bereaved parents who participated in this study, involvement in The 
Compassionate Friends was a principal mechanism of coping with the loss, grief and 
pain. One participant said "ifyou fee l you’ve helped someone, it makes you feel better 
in yourself'. Other participants perceived it as a chance of "putting to use a useless 
thing" i.e. finding a purpose in life again, and as an aid towards making sense of the 
death and why it happened i.e. comprehending the magnitude and intensity of the loss.
A wide range of other coping mechanisms were described, for example, religious faith 
and belief in an afterlife - that parent and child may one day be reunited; dealing with 
every emotion and feeling as it comes along:- "If I  wanted to cry I  cried, i f  I  wanted to 
be happy I  let myself be happy and i f  I  wanted to be angry I  would let myself be
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angry"\ taking each day as it comes; talking about the child; thinking of other members 
of the family - "If I  could see that everybody else was alright, I  would be alright"', 
keeping busy; trying to maintain normality - "I just wanted to try and get them 
[surviving children] back on an even keel but I  did not expect them to go to school i f  I  
wasn't prepared to go to work so we all made the decision three weeks after Andrew 
died that we would go back to work and school"-, thinking positively; thinking of 
people's kindness in the aftermath of their loss - letters and flowers received; and 
reading about bereavement - "I read lots o f books because the fear o f what it could do 
to the whole family was very real and just to read that other people had come through 
it and continued with their lives . . .  I  read mainly about other people and what had 
happened to them and how they had coped with it and the mistakes a lot o f people had 
made and tried to avoid the pitfalls" - it would appear that this mechanism of coping 
reflects the significance of the shared experience reported by other participants.
On the whole, most of the participants feel that their mechanisms of coping have been 
fairly effective for them, though one participant said it is possible that her coping 
mechanisms have hindered her grief - through "always blocking it o ff and getting on 
being brave" she feels that she might not have given herself enough time to grieve. In 
response to this, another participant claimed that you sometimes have to block it off as 
"you wouldn't be able to survive i f  you lived with that degree o f pain everyday" i.e. 
the intensity and depth of the grief for the lost unique relationship.
It would appear that this wide range of coping mechanisms reflects the magnitiude of 
the loss and the uniqueness of relationships and consequently, it can be seen that the 
three major themes presented in this analysis all have an influencing effect on each 
other.
Conclusions
The study sample could be criticised as being too small and thus the generalizability of 
the results being questionable but the principal objective was not to produce 
generalizable results but rather to explore the range of bereaved parents' experiences.
Even though the sample was small, participants varied in the number of parental 
bereavements experienced, the causes of death, the number of years since the loss, the 
age of the child(ren) at death, the presence of other surviving children at time of death, 
length of time as an area contact for TCF and the approximate number of bereaved 
parents supported in TCF through their role as area contacts. However, five losses 
occurred five-ten years ago, and four losses, approximately twenty-five years ago
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/which has implications for the accuracy of the data, though at the same time, 
emphasises the magnitude and unrecoverable nature of parental grief following the loss 
of a child.
A possible limitation of the sample group might be that all of the participants were 
members of The Compassionate Friends which might have influenced their 
perceptions, perspectives and experiences of parental bereavement, particularly in 
relation to their experience of support and the significance of the common bond of 
losing a child which has implications for professional and social support following the 
death of a child. In view of this, further research is recommended evaluating the 
experiences of bereaved parents who have not had contact with TCF or any other self- 
supporting agency to compare the results and conclusions of the present study.
A further limitation relates to the fact that all of the responses were parental accounts 
of the grief experience of the immediate family following the loss of their child and 
apart from the interviewees themselves, did not include direct accounts from other 
members of the family which has implications for the accuracy of the data discussed in 
this study. Consequently, further research is recommended specifically focusing on the 
grief experience of siblings, directly accounted, to give a more accurate reflection of 
their grief and how it compares to the grief experience of the bereaved parents.
Evaluating this study in relation to existing literature on bereavement and parental 
bereavement, it would seem that some of the responses reveal consistent findings.
The emotional reactions to loss commonly described in the literature (e.g. Golding, 
1991; Parkes, 1996) were also reported by the participants in this study particularly 
shock, guilt, sadness and anger.
The grief resulting from such a loss does appear to be complex and multidimensional 
as proposed by Gyulay (1989).
The availability of support following the loss of a child seems to be largely inadequate, 
as the general literature on bereavement as well as the specific literature on parental 
bereavement portray.
The results of the present study also appear consistent with those of Lennon et al., 
(1990) that the adequacy of support is more important than its simple availability. The 
multitude of practical support described by the participants in this study was felt to be
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insufficient and what was needed was an increase in the availability of emotional 
support by family, friends and professionals (medical/counselling support).
It is possible that the interviewees were able to find the emotional support they 
required (or a degree of this) through their involvement with other bereaved parents in 
TCF and perhaps it is the presence of support at an emotional level that is the 
significant element of TCF for bereaved parents and not the perceived necessity of the 
shared experience/ common bond of loss and bereavement; however, further research 
would be necessary to test this hypothesis.
The results of the present study were consistent with other research in relation to the 
grief experience of different family members particularly partners; however, the 
predominant gender difference in the grief experience of this sample of bereaved 
parents might have been additionally influenced by a weighting in the study sample of 
ten bereaved mothers, in contrast to only two bereaved fathers, and as a result of this 
further research might be advisable using a more equal male : female ratio to clarify the 
degree of difference between a bereaved mother and father's grief experience.
Existing theoretical grief models, both general and specific, cannot be used as a basis 
to guide social and professional interventions following the loss of a child in view of 
their inadequacy. Possibly one of the reasons why support is reported to be so 
inadequate at both a social and an emotional level both in this study and in other 
research corresponds to the inadequate theoretical models that currently prevail the 
literature. Consequently, it can be seen that the results and conclusions of this study 
have important implications for social and professional supportive interventions, 
therapeutic practice, theory and training.
Interventions aimed at providing support should take account of bereaved parents' 
positive and negative evaluations of support. The proposed process-based model of 
parental bereavement outlined in this study could also contribute to a potential 
supporter's understanding of the grief experience of bereaved parents and hence could 
be used as a basis for social and professional interventions with bereaved parents 
following the loss of a child.
From the parental responses in this study, the most helpful forms of support 
constituted bereaved parents being given the opportunity to talk about their deceased 
child, being listened to and, in relation to counselling support, therapists not being over 
interventive. In general, these comprise the basic skills in counselling/psychotherapy
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and consequently, possibly what would be more appropriate in professional 
interventions following the loss of a child is the utilisation of a basic therapeutic 
approach of listening and empathie interventions well delivered.
Negative evaluations of social support involved insufficient emotional support either as 
a consequence of people not being able to handle bereaved parents' pain and grief or 
through being too involved in the immediate loss. It is possible that professional 
support could fill this void and provide appropriate emotional support through their 
detachment, skills and training.
A common perception of the bereaved parents in this study was that people who have 
shared the experience of losing a child are the best providers of support as they really 
know the pain. It is not always possible within society generally, and specifically in the 
caring profession - private or the National Health Service, for clients to be matched 
with therapists who have shared the experience of losing a child. However, it is 
possible that if counselling/medical professionals were more knowledgeable about the 
experiences of bereaved parents, and had a deeper understanding of the multi­
dimensional complexity of the grief reactions resulting from such a loss, that bereaved 
parents might not feel that only those who have shared the same loss are the only 
suitable people to counsel. Alternatively, in therapy it might be more appropriate to 
maintain the significance of the shared experience between bereaved parents and work 
therapeutically in a group context. Consequently, in addition to the therapist's skills 
and training that will be contributed to the group therapy, bereaved parents also gain 
the benefits from other bereaved parents described in the parental accounts of this 
study i.e. not feeling isolated in their grief; people who can directly relate to the 
magnitude of the loss and the implications the lost relationship can have on the self­
perception of bereaved parents, and the instillation of hope that they can carry on 
through seeing other parents who are further on in their grief and are still alive.
In view of the unique nature of the relationship between the bereaved and the 
deceased, it might also be more appropriate in medical/counselling interventions with 
bereaved parents not to follow any set criteria for supporting parental grief but instead 
to tailor therapeutic interventions to the specific needs of the individual bereaved 
parent and, in view of the magnitude of the loss, if possible, for support to be sustained 
as long as the parent requires it.
Similarly, in facilitating the bereaved parent's experience of coping with the loss of a 
child, it is important to acknowledge the diverse range of coping mechanisms reported
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m this study and the individuality of coping strategies in accordance with the unique 
relationship between the bereaved and the deceased and again in view of this, it may be 
more appropriate in psychological and counselling support to help bereaved parents to 
develop their own coping mechanisms or the most effective mechanisms for them to 
meet their individual needs.
144
Acknowledgements
The author would like to thank all of the bereaved parents who participated in this 
study for sharing their experiences and perceptions of losing a child, and also to The 
Compassionate Friends for their provision of information in relation to this study.
145
REFERENCES.
Brabant, S., Forsyth, C.J., & Mcfarlain, G. (1994). Defining the family after the death 
of a child. Death Studies, 18, 197-206.
Braun, M.J. & Berg, D.D. (1994). Meaning reconstruction in the experience of 
Parental Bereavement. Death Studies, 18, 105-129.
De Vries, B., Dalla Lana, R., & Falck, V.T. (1994). Parental Bereavement over the 
lifecourse: A Theoretical Intersection and Empirical Review. Omega Journal O f Death 
and Dying 29(1), 47-69.
Flowers, P.; Smith, J. A.; Sheeran, P. R. & Beail, N. (1997). Health and romance: 
understanding unprotected sex in relationships between gay men. British Journal of 
Health Psychology, 2, 73-86.
Gilbert, K. (1989). Interactive grief and coping in the marital dyad. Death Studies, 13, 
605-626.
Gilchrist, V. J. (1992). Key informant interviews. In B. F. Crabtree & W. L. Miller 
(Eds) Doing Qualitiative Research. Newbury Park, CA : Sage.
Golding, C. (1991). Bereavement: a guide to coping. The CrowoodPress.
Gyulay, J. (1989). Grief Responses. Issues in Comprehensive Paediatric Nursing, 12, 
1-31.
Klass, D. (1986) Marriage and divorce among bereaved parents in a self help group. 
Omega Journal o f Death and Dying, 17, 237-249.
Klass, D. (1989). The resolution of Parental Bereavement. In: R. A. Kalish, Midlife 
loss: coping strategies (pp. 149-178). Sage Publications.
Klass, D. & Marwitt, S. J. (1988-89). Toward a model of Parental grief. Omega 
Journal o f Death and Dying, 19, 31-47.
Krueger, R. A (1994). Focus groups: a practical guide fo r applied research 
(2nd Ed.). Newbury Park, CA: Sage.
146
Kubler-Ross, E. (1969). On Death and Dying. New York: Macmillan.
Lennon, M.C., Martin, J.L. & Dean, L. (1990). The influence of social support an 
AIDS-related grief reaction among gay men. Social Science and Medicine, 31, 477- 
494
Morton-Williams, J. (1985). Making qualitative research work: aspects of 
administration. In R. Walker (Ed.) Applied qualitative research Vermont.
Office of Population Consensuses & Surveys (1970). Classification o f Occupations. 
London: HMSO.
Parkes, CM. (1996). Bereavement: studies o f grief in adult life (3rd Ed. )  London : 
Routledge.
Rando, T.A. (1984). Grief, dying and death: clinical interventions fo r caregivers. 
Champaign, 1L: Research Press.
Rando, T.A. (1986). The unique issues and impact o f the death o f a child. In T. A. 
Rando (Ed), Parental loss o f a child (pp 5-44). Champaign, 1L: Research Press.
Schiff, H. (1977). The bereaved parent. Crown: New York.
Smith, LA., Flowers, P. & Osborn, M. (in press). Interpretative Phenomenological 
Analysis and the Psychology o f Health and Illness. In L. Yardley (Ed) Material 
Discourses of Health and Illness. London: Routledge.
Sugarman, L. (1986). Lifespan development: concepts, theories and interventions. 
London: Methuen.
Walter, T. (1996). A New Model of grief: bereavement and biography. Mortality, 1, 7- 
2%
Wick, A. (1996). Losing a child: why is professional help fo r parents so sadly 
inadequate? The Daily Telegraph.
147
APPENDIX 1.
Interview Schedule
Introduction
Introduction of researcher; explanation of research and what the interview will involve; 
explanation of confidentiality; obtain consent to audio record the interview; ask the 
interviewee to complete the Demographic Information Questionnaire.
Area Contact’s own experience 
Information about the child before the death
I'd like to start by hearing from you a little bit about (name of child) before he/she died.
1. What was (name of child) like?
[prompt if necessary - How would you describe your child in terms of his/her 
personality characteristics and emotional qualities?]
2. What did your child enjoy doing in his/her leisure time?
3. How would you describe your relationship with (name of child)? - [prompt for 
emotional quality of the relationship if necessary].
I'd like now to ask you a few questions about any other members of your family, again 
looking at the time period before you lost (name of child).
[Refer to D. I. Questionnaire]. I see from the questionnaire that you completed that 
you are married/divorced/separated/single/living with partner/widowed.
1. If married/living with a partner : how long have you been married/living with your 
partner?
How would you describe your relationship with your husband/wife? - [prompt for 
emotional quality of the relationship if necessary].
If divorced/widowed/separated how long have you been
divorced/ separated/widowed?
2. How would you describe (name of child)'s relationship with your husband/wife? - 
[prompt for emotional quality of the relationship if necessary],
3. Do you have any other children besides (name of child)? - [prompt for gender and 
age of siblings].
4. If yes : how would you describe (name of child)'s relationship with (name(s) of 
sibling(s))? - [prompt for emotional quality of relationship if necessary].
Information relating to the death of the child
I'd now like to ask you a few questions about (name of child)'s death.
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1. When did your son/daughter die?
2. How old was (name of child) when he/she died?
3. Could you tell me a bit about the events leading up to (name of child)'s death - (a) 
what was going on in your life at that time? (b) what was going on in your child's life 
at that time?
4. How did (name of child) die?
5. Can you recall your initial feelings and reactions in the immediate aftermath of 
(name of child)'s death? - [prompt if necessary; can you describe these to me?].
6. What, if anything, did you do to help you to cope at that time?
[prompt if necessary - how exactly did that help?]
7. Did you have anyone that you could turn to for support?
- who were those people?
8. What did they say or do that was supportive?
9. In what way did you find this helpful/unhelpful?
10. At that time was there anyone that you felt you could not turn to or that you 
thought would have been more helpful than they actually were?
- [prompts if necessary : why was that?; why do you think this might be?; how did this 
make you feel?].
11. If married : can you recall your husband/wife/partner's initial feelings and reactions 
to (name of child)'s death? - [prompt if necessary; can you describe these to me?].
12. What, if anything, do you think your husband/wife/partner did to help him/her to 
cope in the immediate aftermath of ( name of child)'s death?
[prompt if necessary - to what extent do you think that helped him/her?]
13. Did he/she turn to anyone for support at this time? - if yes : (a) who were these 
people; (b) in what way did they seek support?
14. If other children : Thinking now about your other children, can you recall
(name(s) of sibling(s))'s initial feelings and reactions to (name of child)'s death? - 
[prompt if necessary; can you describe these to me?].
15. What, if anything, do you think (name(s) of sibling(s)) did to help him/her to cope 
immediately after their sister/brother's death?
[prompt if necessary - to what extent do you think that helped (name(s) of sibling(s))?]
16. Did he/she/they turn to anyone for support at this time? - if yes : (a) who were 
these people?; (b) in what way did they seek support?
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The time since the death
I'd like now to look at the time period since (name of child)'s death.
1. We've already talked about your initial feelings and reactions after losing (name of 
child). Can you describe to me the emotions you have experienced in the time since 
then and now
2. Thinking now about your husband/wife, do you think he/she has experienced the 
same emotions as you? - why do you think this might be?; if different - in what way 
and why do you think this might be?
3. Do you think (name of child)'s sibling(s) have experienced the same emotions as 
yours to their loss - why do you think this might be?; if different - in what way and 
why do you think this might be?
4. In the time since . . (name of child) died, how do you think you have coped, if at all, 
with the whole experience of your loss?
5. Earlier you said that immediately after (name of child)'s death, you coped by [refer 
back to coping strategies]. Thinking of how you've coped during the time since (name 
of child)'s death, have you done anything different to get you through?
if yes : (a) what have you done differently? (b) How has that helped? 
if no : How effective have your ways of coping been for you?
6. If married : Thinking of how your husband/wife/partner has coped, do you think 
his/her experience is different from yours? - in what way?; why do you think this might 
be?
7. If other children : How do you think (name(s) of sibling(s)) have coped? - [prompt 
for coping mechanisms if necessary].
8. From what you have told me, it is now . . .years since (name of child) died, how 
would you describe how you feel now about losing (name of child)?
9. Many parents who have lost a child report that their lives change in significant ways 
after their loss. In what ways, if any, has your life changed since (name of childVs 
death?
10. Do you think that was due to his/her death, to other factors or to a combination? 
[prompt - could you tell me something about that?]
11. If married - Do you think it has changed your relationship with your 
husband/wife/partner in any way? - if yes : (a) in what way; (b) why do you think this 
might be?
12. If other children - Do you think it has changed your relationship with (name(s) of 
sibling(s))? - if yes : (a) in what way; (b) why do think this might be?
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13. I'd like to ask you the same question now in relation to friendships within your life. 
Do you think the loss of (name of child) has changed your relationship with any of 
your friends? - if yes : (a) in what way?; (b) why do you think that might be?
14. Do you think losing (name of child) has changed your views on the meaning of life 
and death, in any way? - if yes : (a) in what way?; (b) why do you think this might be? 
[prompt - has this had any effect(s) on how you live your life].
15. We have already talked about any initial support immediately after (name of child)'s 
death. I'd like now to ask you about any support you have received between that time 
and now. What is your experience of support over this time period?
16. Whom has this support come from?
17. In what way(s) have they been supportive?
18. How has this helped or not helped?
19. How would you have liked others to have responded to you during this time?
20. What could they have said or done differently which would have been more 
helpful?
21. Did you at any time seek any medical or counselling support to help you to cope in 
your loss and grief?
- if ves :
Why did you decide to seek medical/counselling support?
Who did you receive this support from?
Where did you receive the support and for how long?
Did you find it helpful/unhelpful? - in what way?
What could the doctor/counsellor/mental health professional have done in order to 
have been more helpful to you?
How would this have been more helpful to you?
no : Was there any reason why you did not seek medical/counselling support?
22. Apart from losing (name of child), what other major bereavements have you 
experienced in your life? [allow the interviewee to decide for themselves what 
constitutes a "major" bereavement].
23 . Thinking of how you reacted to those bereavements, how does the loss of (name of 
child) compare? [prompt for similarities and differences between experiences of 
bereavement in nature and intensity of reactions],
24. Compared to other losses, would you say that, in your experience, losing a child is 
a more difficult bereavement to deal with, less difficult or of similar difficulty to other 
losses? [prompt for whether the interviewee believes in a personal hierarchy of loss 
and, if so, what that hierarchy is].
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Information about The Compassionate Friends (TCF) and Area Contact’s 
supporting role within the organisation
1. How long have you been an Area Contact for TCF?
2. Since you have been an Area Contact for TCF, approximately, how many bereaved 
parents do you think you have supported?
3.(a) In what way(s), if any, is the support offered by TCF different from support from 
family and friends?
(b) In what way(s), if any, is the support by TCF different from support from other 
professional organisations for example bereavement counselling/therapy?
4. What do you see as the main benefits for the bereaved parent by seeking support 
with TCF?
5. What personal gains, if any, do you get through your involvement with TCF?
6. What do you see as the main difficulties, if any, associated with your role in TCF? - 
[prompt for personal difficulties if necessary].
Information from Area Contact’s experience of supporting other bereaved 
parents
I'd like now to ask you a few questions in relation to the grief of bereaved parents from 
your experience through TCF. I would welcome any specific examples that you can
give me from people that you have supported, for which I will respect utmost 
confidentiality.
1. From your experience through TCF, what has helped newly bereaved parents to 
cope, if at all, in the early days after their loss?
2. What has helped bereaved parents to cope across time since losing their child?
3. Do you think there are common grief reactions experienced by all bereaved parents? 
if no : (a) what makes you say that? (b) what do you think causes these differences?
if yes : (a) what would you say these are? (b) do you think these reactions tend to 
occur in a certain order? [if yes : could you describe what you think the most common 
order is?
4. Would you say that partner's experiences of their loss are similar to one another? - 
(a) in what way; (b) why do you think this might be?
5. From your experience, what has helped siblings to cope with losing a brother or 
sister?
6. Would you say that a sibling's experience of their loss is similar to that of their 
parent(s)? - (a) in what way?; (b) why do you think this might be?
7. What contribution do you see support playing in the grief experience of bereaved 
parents? [prompt for support by (a) family/friends and (b) medical/counselling support]
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8. I know I've asked this before in relation to your personal experience, but reflecting 
now upon your experiences of helping other bereaved parents, would you say that 
losing a child is more difficult to deal with than other bereavements, less difficult or 
would you say it's of similar difficulty? - what makes you say that? [prompt for 
whether the interviewee believes in a general hierarchy of loss and , if so, what this 
hierarchy is].
9. Reflecting upon your personal experience and your experiences with TCF, do you 
think parents ever recover from losing a child? - what makes you say that? [establish 
what the interviewee understands by "recover from" the loss and prompt for 
mechanisms by which this can be achieved or the reasons why it cannot be achieved]
Closure
1. That s all the questions I want to ask. Is there anything which I have not covered 
that you would like to talk about?
2. How did you feel about taking part?
- Was there anything about the discussion that you found helpful/unhelpful?
- in what way was that helpful/unhelpful?
Thank the interviewee for taking part; remind interviewee that their identity and the 
identity of others disclosed in the interview will remain anonymous and what they have 
said will be treated with utmost confidence; advise interviewee that a follow up session 
is available on request for anyone distressed or in need of support as a result of this 
research project.
Other prompts/probes that can be used throughout the interview
Could you tell me more about that?
Could you give an example of what you mean?
How did that make you feel? How do you feel about that?
Why do you think that might be?
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Démographie Information Questionnaire.
(Please tick in the appropriate spaces)
1) Please indicate your gender
MALE . . .  FEMALE . . .
2) How old are you? ............  YEARS.
3) What is your marital status?
SINGLE
LIVING WITH PARTNER . . .
MARRIED
SEPARATED
DIVORCED
WIDOWED
4) What is your highest educational qualification?
NONE
CSE/O-LEVELZGCSE . . .
A-LEVEL
DIPLOMA
DEGREE
POSTGRADUATE
5) What is your current occupation (or, if you are no longer working, what was your 
last occupation)?
6) Which of the ethnic groups listed below would you say you belong to? 
WHITE
BLACK-CARBBEAN
BLACK-AFRICAN
BLACK-OTHER
INDIAN
PAKISTANI
BANGLADESHI
CHINESE
OTHER(pleasespecify)
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Research Consent Form
The aim of this research is to investigate the experiences of bereaved parents and their 
families, looking at how they have coped with their loss and what support, if any, they 
have received from family, friends and professionals i.e. medical/counselling support.
You will be asked to take part in an informal interview about your experiences of 
losing a child. The interview will be recorded on audiotape so that, in writing up the 
research I can cite people's experiences directly. To protect confidentiality I will not 
quote any identifying information such as names and locations. In making the 
transcriptions, therefore, your name will be replaced by a letter and the names of other 
people or places that may arise in the interview will be changed to protect their 
identity. Once transcribed, the audio-tape recordings will be destroyed.
A follow up session is available on request for anyone distressed or in need of support 
as a result of this research project.
If you have any questions so far or feel you would like any further information please 
ask the researcher before reading on.
Please read the following paragraph and, if you are in agreement, sign where indicated.
I agree that the purposes of this research and what the participants in it would entail 
has been clearly explained to me in a manner that I understand. I therefore consent to 
be interviewed about my parental bereavement experiences. I also consent to an audio­
tape being made of this discussion and to all or parts of this recording being 
transcribed for the purposes of research.
Signed Date
On behalf of all those involved with this research project, I undertake that, in respect 
of the audio-tapes made with the above participant, professional confidentiality will be 
ensured and that any use of audio-tapes or transcribed material from audio-tapes, will 
be for the purposes of research only. The anonymity of the above participant and 
his/her family will be protected.
Signed Date
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PROCESS-BASED MODEL OF PARENTAL BEREAVEMENT.
SHADOW GRIEF 
- empty historical track 
that stays with the 
bereaved parent.
G radual decrease In 
intensity of multidimensional 
responses across time.
91
EMOTIONAL RESPONSES
shock 
numbness 
guilt 
anger 
frustration 
resentment 
fear 
helplessness 
depression 
anxiety 
dcpersonaiisation 
yearning
PHYSICAL RESPONSES
physical sensation of emptiness 
headaches 
chest pain 
nausea
vomittlng 
constipation 
diarrhoea 
muscle spasm
IF
/
. i t
COGNITIVE RESPONSES
disbelief 
inability to com prehend loss
COM PLEX AND 
MULTIDIMENSIONAL 
G R IEF EXPERIENCE
SPIRITUAL RESPONSES
changes in values/beliefs/ 
perspectives on life, death, 
afterlife & human existance.
increased/decreased 
religious faith.
SOCIAL RESPONSES
isolation in grief 
changes in relationships 
- family,friends.othcrs. 
social w ithdrawal 
socialising constantly 
in avoidance of home.
A
BEHAVIOURAL RESPONSES
s lee p in g  p r o b le m s  
res t l es sn ess  
i n a b i l i ty  to c o n c e n t r a t e  
e a t in g  d if f i cu lt ie s  
" e i g h t  loss /gain  
f la sh b a ck s  o f  th e  d e c e a s e d  ch i ld  «6/or ca u se  of  d e a th  
s e a r c h i n g  for  d e c e a s e d  chi ld  
su ic id a l  id e a t io n  
d r u g /a l c o h o l  d e p e n d e n c y
‘v
SECTION 3 
YEAR 3 EMPIRICAL STUDY
SIBLING LOSS THROUGH SUICIDE: A CASE STUDY ANALYSIS OF THE 
EXPERIENCES OF BEREAVED SIBLINGS.
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Abstract
This paper reports an exploratory qualitative study in which three case studies of 
individuals who have experienced the loss of a sibling through suicide are presented. 
This phenomenon is a field of research that is relatively unexamined in the bereavement 
literature, thus identifying a need for Counselling Psychologists and other practitioners 
to develop deeper understanding of the nature and implications of this kind of loss to 
facilitate theory, practice and research. The general perception in the bereavement 
literature that grief precipitates only negative sequelae for an individual is challenged. 
The potential for both personal crisis and personal growth in response to this loss is 
highlighted. Data were analysed using Interpretative Phenomenological Analysis. The 
results are discussed in relation to commonality and diversity across the three case 
studies and with reference to relevant psychological literature. It is suggested that 
there is a need for current models of grief to accomodate the potential for 
psychological growth in order to meaningfully reflect the range of potential reactions 
that can be experienced following a bereavement. The limitations of the generalisability 
of this study are discussed. Recommendations for further research are made. The 
implications for theory and the practice of Counselling Psychology are discussed.
<
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Introduction
Sibling bereavement through suicide is a field of research that is largely unexamined in 
the bereavement literature. In recent years, there has been an increasing body of 
knowledge developing, examining the experiences and effects of sibling bereavement, 
although some areas in this domain are still either insufficiently researched or 
unresearched. Sibling bereavement has been identified as a particular human 
attachment that has received considerably less attention in the bereavement literature 
than other forms of family loss, particularly child and parental bereavement (Hays et al. 
1997). The insufficient study of this phenomenon highlights a need for Counselling 
Psychologists and other practitioners to develop a deeper understanding of the nature 
and implications of this kind of loss to facilitate the development of theory and 
research in this domain and to inform therapeutic interventions with this client group.
Research in this field has explored grief responses of bereaved siblings (Balk, 1981, 
1983; Guerriero & Fleming, 1985; Hogan & Balk, 1990; Hogan & Greenfield, 1991, 
Robinson & Mahon, 1997); short and long term effects of sibling bereavement (Brent 
et al., 1996; Davies, 1991, 1993; Fanos & Nickerson, 1991; Hays et al., 1997; Hogan 
& Greenfield, 1991; Martinson & Campos, 1991); and positive and negative 
adaptations to loss (Hogan & Desantis, 1994; Stahlman, 1996). Such research has paid 
special attention to the influence of gender (Balk 1981, 1983) and religion (Balk, 1981, 
1988, 1991; LaGrand, 1986), in the process of the impact on the bereaved sibling's 
self-concept (Balk 1981, 1983; Hogan, 1987; Hogan & Balk, 1990; Hogan & 
Greenfield, 1991; Martinson et al., 1987; Morawetz, 1982), academic achievement 
(Balk 1981, 1983; Hogan, 1987) and physical health (Guerriero & Flemming, 1985) as 
a direct result of their loss. Investigations of this phenomenon have most often been 
limited to paediatric and adolescent samples. Early adulthood and older age range 
populations appear to have been insufficiently researched. This study has thus been 
devised in accordance with the recommendations of Robinson & Mahon (1997), that 
there is an immediate need to extend the descriptive knowledge base for sibling 
bereavement beyond adolescence.
A theory of adolescent sibling bereavement has been proposed in the literature to 
facilitate theorists' and practitioners' understanding of the needs of bereaved 
adolescents and to guide the interventions of health care providers. No such theories 
have been devised in light of other bereaved sibling populations and one might 
question why this is the case. It has been suggested by Hogan & Desantis (1996) that a 
sibling bereavement during adolescence is particularly significant due to the effect this 
loss may have on the overall development of the surviving sibling. According to Davies
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(1993), the experience of sibling bereavement is a critical event in an adolescent's life, 
as such an early bereavement experience may not only affect the emotional 
development of the bereaved sibling but also how they cope with loss in the future. 
One might hypothesise that the experience of sibling bereavement during the 
developmental age range of early adulthood might be just as critical to the surviving 
sibling's emotional development and future adjustment to loss. Thus, it can be argued 
that there is an equal need to formulate a theory of important concepts relevant to the 
experience of sibling bereavement in young adulthood to guide theorists, researchers 
and practitioners in this field.
Sibling bereavement has been described as a "traumatic" experience (Davies, 1993) 
and a "catastrophic personal crisis" (Hogan & Desantis, 1996). It is perhaps not 
surprising that sibling loss has been associated with a range of pathological responses 
following a bereavement of this nature, including depression, phobias, suicidal 
thoughts, insomnia, nightmares and low self-worth (Hogan & Greenfield, 1991). 
However, inconsistent findings have been reported in the literature, with some research 
yielding diagnostic symptomatology in samples of bereaved siblings (e.g., see Brent et 
al., 1994; Fanos & Nickerson, 1991; Freeman et al., 1996) and others reporting no 
significant difference compared with control groups of non-bereaved siblings (e.g., see 
Brent et al., 1996; Martinson & Campos, 1991). Hogan & Greenfield (1991) claim that 
25-50% of bereaved siblings are at risk of long term negative outcomes as a 
consequence of their sibling loss. The question then arises as to what factors influence 
whether an individual will develop pathological reactions following a sibling 
bereavement. Theorists have proposed hypotheses for this, including life stage at the 
time of loss (see Davies, 1991, 1993; Fanos & Nickerson, 1991; Hogan & Desantis, 
1996), self-concept (Balk, 1991), individual resiliency or vulnerability to loss (Hogan 
& Desàntis, 1994), emotional closeness and communication in the family (Martinson & 
Campos, 1991), understanding of death and ability to find meaning in the loss (Fanos 
& Nickerson, 1991). Others have specifically discussed sibling loss through suicide, 
noting the impact on pre-suicide exposure rates of personal or familial depression 
(Brent et al, 1994).
The general perception inherent in the bereavement literature is that grief precipitates 
only negative sequelae for an individual. Traditional models of grief encapsulate the 
phenomena of death and mourning from a crisis perspective. From the basis of clinical 
observations, grief has been described as a series of stages (e.g., see Kubler-Ross, 
1969) or necessary 'tasks' to complete (e.g., see Worden, 1991). More recent models 
of grief have taken into account the individual process of grief (e.g., see Stroebe &
160
Schut, 1995; Walter, 1996). However, none of these models accommodate the 
possibility that grief may also precipitate positive outcomes for the bereaved. Within 
Counselling Psychology, there is an emphasis in theory and practice towards the 
fulfilment of potential for each individual and facilitating well-being rather than 
sickness and pathology (Woolfe, 1996). A growing body of research can be found in 
the bereavement literature (see Davies, 1991; Hays et al., 1997; Hogan & Balk, 1990, 
Martinson et al., 1987; Oltjenbruns, 1991; Yalom & Lieberman, 1991) that claims 
death can be a catalyst instigating psychological growth in survivors of the deceased. 
This has lead to the conclusion that grief may enhance the potential for self-exploration 
and positive personal/ familial change, in addition to the devastation commonly 
portrayed as evolving from the loss of a loved one. Oljenbruns (1991) yielded the 
following results in a study exploring positive outcomes of adolescents' grief 
experiences :- 74% reported a deeper appreciation of life; 67%, greater caring for 
loved ones; 56%, strengthened emotional bonds with others; 53%, development of 
emotional strength; 47%, increased empathy for others; 28%, better communication 
skills; and 9%, enhanced problem solving skills. Hogan & Desantis (1996) proposed 
the concept of personal growth as one construct in their theory of adolescent sibling 
bereavement. They identified five categories of personal growth, namely, 1) 
permanently changed reality; 2) increased sense of others; 3) increased resiliency; 4) 
increased faith; and 5) the ability to give and receive help. One might question whether 
the areas of personal growth identified above are specific to the developmental age 
range of the sibling at the time of loss, or whether similar categories of growth prevail 
across other age-range populations. One might further question whether the instigation 
of psychological growth in survivors of the deceased is dependent, in any way, on the 
cause of sibling loss. It is possible that a positive evaluation of loss may in some way 
facilitate personal gains for the survivor. For example, through helping one to achieve 
the tasks of mourning, as proposed by Worden (1991), to facilitate an understanding of 
the meaning of loss or simply to counteract the crisis perception of sibling loss through 
suicide. Martinson & Campos (1991) identified positive, mixed and negative responses 
to the impact of sibling loss on (i) the personal life of the bereaved sibling, and (ii) their 
relationship with family members, thus emphasising the range of responses that may be 
experienced following the death of a sibling.
The sibling relationship is portrayed in the literature as a 'significant' relationship: 
siblings are said to share a greater part of their lives (80-100 per cent of a lifespan) 
with each other than with any other person (Davies, 1993) and therefore, the death of 
a sibling marks the end to what is expected to be one of the longest relationships of a 
lifetime (Robinson & Mahon, 1997). Bowlby's Attachment Theory (1973) provides a
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theoretical answer to the question as to why humans show a strong propensity to form 
intimate emotional bonds to particular individuals. Bowlby (1988) propounds that this 
is a basic component of human nature, present in the neonate and continuing through 
adulthood into old age. During childhood, bonds are primarily formed with the mother 
and subsequently the father and other caregivers (e.g., siblings, grandparents, extended 
family) for protection, comfort and support. In adolescence and adulthood, these 
primary bonds continue but are complemented by new bonds to peers and romantic 
partners. According to Bowlby (1969), whilst proximity to attachment figures is 
maintained, an individual will feel secure. Attachment behaviour i.e., "any form of 
behaviour that results in a person attaining or retaining proximity to some other 
differentiated and preferred individual" (1979, p87) is said to be elicited at high 
intensity when an attachment figure cannot be found or in times of sickness, calamity 
or danger" (Bowlby, 1969). The manifestation of attachment behaviour in adulthood 
has been portrayed in the psychoanalytic literature, predating Bowlby (e.g., see 
Benedek, 1956) as regressive, thus implying a pathological connotation. However, 
Bowlby and other theorists (e.g., see Belitsky & Jacobs, 1986) portray the activation 
of attachment behaviour as a natural and inevitable response to loss. In this research 
study, Bowlby's model of Attachment Theory will not be tested but will be used as a 
tool to facilitate understanding and gain insight into the attachment relationship 
between siblings through exploring the experiences of siblings bereaved through 
suicide in their early adulthood.
As a result of such Attachment theory and the longevity of the relationship, siblings are 
said to have a powerful influence in shaping one another's identity and personality 
(Hogan & Desantis, 1996). Thus the loss of a sibling may involve separating from a 
loved one who has provided "personal meaning" in previous life stages 
(Boeschemeyer, 1982). Sibling relationships can encompass a wide array of emotions 
including, love, ambivalence, hate, envy, rivalry and loyalty (e.g., see Banks & Kahn, 
1982; Dunn & Kendrick, 1982). The question then arises whether a bereaved sibling's 
evaluation of their pre-death sibling relationship influences their conceptualisation of 
the outcome of their loss from a positive, negative, mixed or neutral perspective. One 
might hypothesise whether a close relationship may predispose the bereaved sibling to 
a more negative or positive evaluation of loss, and an ambivalent relationship, a neutral 
or mixed perception of loss. In a study of sibling bereavement in late life, Hays et al. 
(1997) identified that bereaved siblings were more likely than bereaved spouses or 
friends to report that the death had a positive effect on them. This raises the question 
as to whether there is something specific about the sibling relationship in contrast to 
other attachment relationships that preconditions a more positive analysis of loss.
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Hogan & Desantis (1996) have included in their model of adolescent sibling 
bereavement, the construct of ongoing attachment to a sibling after their death. One 
might further question, whether an ongoing sibling attachment in any way influences 
the perception of loss post bereavement.
Within the general literature on bereavement, the process of grief has been found to be 
particularly influenced by the quality of the relationship to the deceased and the mode 
of death (Grad & Zavasnik, 1996). The loss of a sibling through suicide can potentailly 
be viewed as having a dual influence on the bereavement process. A broad knowledge- 
base of suicide exists within the literature. Theorists and researchers have previously 
explored suicide at various developmental stages across the lifespan (e.g., see 
Bharucha & Satlin, 1997; Ladame & Wagner, 1994); within different populations of 
suicide victims (e.g., see Baker, 1990; Starace, 1993); and noting trends in suicidal 
behaviour (e.g., see Stack, 1982). Risk factors and precipitating factors of suicide have 
been discussed (e.g., see Heikkinen et al., 1993; Lester, 1986); as well as social 
attitudes towards suicide (e.g., see Ingram & Ellis, 1992); and sequelae of bereavement 
resulting from suicide (e.g., see Calhoun et al., 1982; Ness & Pfeffer, 1990). Within 
the literature, suicide bereavements have been associated with more complex, intense 
and pathogenic affective reactions than other forms of bereavement (Silverman et al., 
1994) and have consequently been described as an atypical bereavement (D'Amours & 
Kiely, 1985). It has been said that a loss through suicide poses added difficulties for 
the mourner, as suicide is often sudden and untimely, thus increasing the potential 
intensity of the grief (Conant, 1996) and social acceptance is said to be more 
problematic, due to social taboos and stigmatisation of suicide victims and survivors 
(Cleiran et al., 1996). As a result of these factors, bereavement through suicide has 
been found to involve the most variability in social support amongst the bereaved 
(Thompson & Range, 1993) which can lead to a more problematic outcome of grief
(Sheldon et al., 1981).
The present study aims to enhance the knowledge-base of sibling loss through suicide 
and address the early adulthood age gap in the sibling bereavement literature by 
focusing on the experiences of young adults (aged 25-37) vdio have lost a brother or 
sister through suicide. This study intends to explore positive and negative perceptions 
of such a loss, discussing personal explanations for the evaluation of these effects, if 
any, and investigating whether evaluations of loss, in any way, facilitate personal gains 
or disadvantages for a sibling bereaved through suicide. Finally, this study intends to 
explore whether the nature of the sibling relationship or the circumstances of the loss
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through suicide, influence a positive, negative, mixed or neutral evaluation of grief by 
siblings bereaved through suicide.
Method
Participants
The criteria for participation in this study were that participants should be in the 
developmental age range of early adulthood (25-37 years of age) and have experienced 
a sibling bereavement through suicide. Participants were recruited through a bereaved 
siblings' self-help group known to SIBBS, the siblings subsection of The 
Compassionate Friends organisation of bereaved parents. Correspondence explaining 
the nature and purpose of the research, what participation in this study would involve 
and information on how to contact the researcher was sent to the self-help group co­
ordinator and distributed to group members whom the co-ordinator believed (i) may be 
interested in being interviewed about their loss experience and (ii) may be able to talk 
about their loss without the research process evoking too much distress for them. By 
using this method of participant recruitment, it was believed that confidentiality of the 
group would be better protected and respondents would feel more comfortable making 
an informed decision to consent or abstain from participating in this study than if they 
were directly contacted by the researcher. Two members of the group volunteered to 
be interviewed for this study. A third volunteer was recruited through a process of 
'snowballing' siblings bereaved through suicide who were known to one of the group 
members. This participant received the same written information about the study as the 
two group members, before consenting to participate in this research project.
The Interview Schedule
A semi-structured interview schedule (see Appendix One) was devised from a 
literature review on sibling bereavement and bereavement through suicide, that was 
conducted by the researcher. The primary aims of the interview schedule were to elicit 
information relating to the death of the sibling through suicide, and the participants 
reactions to, and implications of, their loss in the time since bereavement. In this way, 
the participant would be systematically guided through the history of their loss 
experience. It was anticipated that asking structured open questions would provide 
explicit recognition cues to elicit specific personal memories in relation to the 
participant's loss experience. This was implemented in line with recommendations by 
Brewin et al. (1993) to minimise reliability limitations of retrospective accounts in 
research. At the end of the interview, participants were given the opportunity to 
discuss any further information not covered in the interview schedule that might 
enhance the researcher's understanding of their loss experience. Each participant was
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also asked for feedback in relation to any distress or positive effects incurred as a 
result of the interview experience.
Procedure
A pilot interview was carried out to test the clarity of the interview schedule and minor 
semantic amendments were made in light of the interviewee’s feedback. This pilot 
interview was not included in the data set as the participant's experience did not 
entirely meet the criteria for inclusion in this study. Participants were interviewed in 
their own homes. Interviews lasted between 45-90 minutes. All participants signed a 
consent form outlining details of confidentiality (see Appendix Two) and completed a 
demographic information questionnaire (see Appendix Three). Interviews were 
recorded on audio-tapes and transcribed verbatim for analysis. Once transcribed, the 
audio recordings were erased.
In light of the dual sensitivity of this study and the potential for the interview process 
to cause distress or re-stimulate painful memories or feelings for the participants, a 
counselling interview format was adopted (see Coyle & Wright, 1996). This involves 
using basic counselling skills to facilitate a safe and trusting relationship and empower 
participants to talk openly about their experiences. Through the use of summarising 
and reflecting skills, the researcher could prompt the elaboration of material and clarify 
their understanding of the participant's reponses to attain richer data for analysis. A 
follow-up counselling session was offered to every participant to talk through any 
feelings of distress on completion of the interview. In all cases, this offer was declined.
Analytic Strategy
Due to the specificity and dual sensitivity of this research project, it was hypothesised 
that participants may be difficult to recruit for this study. In light of this, the author 
selected to utilise qualitative research methodology to collate indepth and 
contextuaiised data for analysis. In view of the low response rate, a case study 
approach was considered to be the most appropriate research design for this sample in 
order to be able to capture detailed perspectives of the three personal accounts of 
sibling loss through suicide and to sufficiently explore the complex psychological 
processes associated with this loss experience. Case studies have been under-utilised 
within general psychological research (Smith, 1995), although they have a long and 
distinguished history within the psychotherapeutic literature. Such studies are valuable 
in their own right and also contribute to the broader discipline of psychology, 
highlighting and enhancing psychological concepts and the development of theory
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(Smith, 1995). One drawback, as identified by Bromley (1986), is that such studies 
give rise to "low level generalisations within relatively narrow areas of interest" (p8).
The data were analysed using Interpretative Phenomenological Analysis-IPA (see 
Smith et al.,1997). This approach aims, as far as possible, to adopt an 'insider's 
perspective' (Conrad, 1987) on the topic under investigation, in this case, sibling 
bereavement through suicide. The narrative richness of participants' self-reports of 
their experiences provides a way of gaining access to individual perspectives on the 
world which is unavailable to the quantitative researcher. This method of analysis was 
thus considered to be the most appropriate to meet the principal objectives of this 
study as IPA allows detailed consideration of qualitative data from a small sample, and 
the interpretative and phenomenological nature of IPA fundamentally accords with the 
ethos, theory and practice of Counselling Psychology.
The initial process of analysis involved listening to the audio-tapes and repeatedly 
reading the individual transcripts noting (i) issues of interest or significance that 
reflected or contrasted existing literature in relation to the research topic or connected 
with other sections of the transcription, and (ii) emerging 'themes' i.e., key-words that 
capture the key perspectives and psychological processes encapsulated in the 
participants' accounts. Within each case study, themes were then clustered with related 
themes, ensuring that the final categories still reflected the participants' personal 
accounts of events. The majority of the analysis for this study occurred within cases 
and then only marginally across cases, highlighting similarities and differences within 
individual experiences.
IPA recognises that the meanings individuals ascribe to events can only be ascertained 
through a process of interpretation. The process of IPA therefore requires a dynamic 
interaction between the participant's account and the researcher's interpretative 
framework (see Smith, 1996a; Flowers et al., 1997). As a result of this, the final 
analysis is inevitably subjective which has implications for the validity of the research 
conclusions made in light of this study. Within this form of qualitative analysis, th e . 
researcher cannot stand apart from the research process. His/her own frame of 
reference will ultimately influence the interpretations of the participants' accounts of 
events. This subjectivity of analysis invariably means that different aspects of the data 
may be deemed significant or of interest to different researchers. In this case, the 
researcher's interpretative framework and resulting focus in the analysis may have been 
influenced by her contact with bereaved siblings personally and through clinical 
practice and training in Counselling Psychology, her particular interests in relation to
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this topic, the researcher's personal experience of a sibling relationship, and previous 
research experience of a literature review (Stibbons, 1996) and an empirical study 
(Stibbons, 1997) on parental bereavement. These factors could potentially have made 
certain aspects of the data more salient than data reflecting material unfamiliar to the 
researcher. However, these same factors may also serve as a potential asset to the 
researcher, enabling her to be more empathie towards the participants of this study and 
enhancing her understanding of the fundamental issues and psychological processes 
invoked by a loss experience of this nature.
It is not appropriate to appraise this study utilising traditional evaluative criteria that 
have evolved for the assessment of quantitative research. These criteria are based on 
different epistemological assumptions (Smith, 1996b) and assume researcher 
objectivity and disengagement from the analytic process (Henwood & Pidgeon, 1992). 
In an attempt to minimise the validity limitations resulting through the subjectivity of 
this analysis, the following steps were taken by the researcher (see Smith, 1996b): 
Firstly, evidence of raw material, in the form of direct quotations from the interviews, 
was presented in the analysis. This makes the process of analysis as transparent as 
possible and allows the reader to evaluate for him/her-self the persuasiveness of the 
researcher's interpretations of the data. Secondly, after a preliminary analysis of the 
data was complete, the researcher distributed copies of the analysis to each participant, 
to clarify whether the themes presented and interpretations made in each case study 
were a meaningful reflection of the participant's experience. Participants' feedback 
were then incorporated in the final analysis. Thirdly, although the researcher held 
primary responsibility for conducting the analysis, a research supervisor monitored the 
research process to check that the interpretations made were, in his view, 
representative of, and supported by, the data.
When using an analytic method of this nature, it is not possible to justify taking 
participants' accounts at face value due to the occurrence of memory distortions and 
recall biases in retrospective data (Moss & Goldstein, 1979; Rubin, 1986) and because 
participants' accounts can be shaped by the context in which they are given (Potter & 
Wetherell, 1987). In this study, it is assumed that the accounts reported by the 
participants bear some relation to the actuality of events they describe but no claim is 
made about the exact nature of that relationship. Any conclusions about the 
psychological or social processes associated with the research topic which arise from 
accounts of past events are therefore tentative, their validity being dependent on the 
extent to which these accounts are isomorphic with the events and processes they 
portray.
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Analysis
In the following analysis and discussion, direct quotations from the transcribed 
interviews are written in italics. Ellipsis points (. . .) indicate that word(s) or a passage 
have been omitted from the original transcript and information within empty brackets 
[] has been added for clarification. Within each case study, all identifying information, 
such as names and locations have been changed to pseudonyms to protect the 
confidentiality of the participants.
Case Study One : Amy
Amy is 30 years of age and is married to her second husband. She was educated to 
degree level and works as a Special Needs Teacher. Her younger brother, David, 
hanged himself five years ago, at the age of 21. Amy has two other siblings, her elder 
sister and her youngest brother.
The nature of the loss
Amy reported that the loss of her brother came suddenly and unexpectedly through a 
fatal, isolated suicide attempt: "There was no build up to it, nothing, just completely 
out o f the blue". The suddenness of David's death meant that Amy was not able to 
prepare herself psychologically for the experience of grief over the loss of her brother 
and what the loss of this relationship would mean to her. Such a loss has been 
conceptualised within the bereavement literature as 'unexpected loss syndrome' and is 
described as a grief reaction whereby the intensity, duration and course of grief can be 
exacerbated in the absence of'anticipatory grief (Parkes & Weis, 1983). This contrasts 
with other forms of bereavement, for example, following illness or as a consequence of 
natural aging where the death may be imminent or expected, as the griever has the 
opportunity to begin to assimilate comprehension of the loss into their belief system 
and interpretative framework, prior to the actual event. Empirical evidence of the 
'anticipatory grief process' has been said to be "equivocal in nature" (Sprang & 
McNeil, 1995) and remains contentious in the bereavement literature. In relation to 
Amy's experience, there was no 'anticipated' ending to the relationship with her brother 
but an ending that occurred outside of her control. Amy stated that this meant .for her, 
that she "didnot get the chance to say goodbye" to David. This can make it harder for 
a person to process acceptance of a loss as there may be a sense of 'unfinished 
business' which may not easily fit into a person's interpretative framework, and 
evidence for this is reflected in Amy's account. She reported, initially, not being able to 
process the reality of her loss, describing her immediate reactions to the news of her 
brother's death as: "Complete disbelief. When I  was told, I  thought no, absolutely no 
way". Later on in the interview, she explained that her difficulties processing this
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information was because her brother's death did not correspond with her perception of 
a hierachy of loss: "I feel it's worse than it would be losing my parents because 
somehow your parents had a good life, they’ve had a long life, and that’s life, that’s 
what happens, your parents die, but you would never expect your brother to die. I t’s 
something you are not brought up to think is going to happen". From this quotation, it 
seems that David's death challenged Amy's expectations of the normal progression of 
events in life and death, and emphasised Amy's perception that the death of her sibling 
before the death of her parents is unnatural. A similar phenomenon has been reported 
in the parental bereavement literature in response to the premature death of a child and 
has been conceptualised by DeVries et al. (1994) as compounding the process of 
bereavement. Amy described in her account, finding it harder to make sense of her loss 
in light of the unnaturalness and untimeliness of David's death. This will be explored 
further in the next theme.
The construction of meaning
Amy stated that her brother wrote a note to the family prior to committing suicide but 
seemed to suggest that for her, this did not provide a satisfactory answer as to why 
David killed himself: "he hung himself. We don’t know why. . .  he left a note that said 
’I ’ve had the good times but things are now too heavy and it’s time for me to go’ which 
could mean anything". It would appear that in Amy's perception, this note contained a 
subjective explanation for David's emotional state from which she could not derive 
meaning. The process of making sense of an event or object is largely determined by 
the existence of a pre-established belief system in which new information or 
circumstances can be either assimilated [i.e., incorporated within an existing frame of 
reference] or accomodated [i.e., create a new meaning structure for interpreting event 
or experience] (Braun & Berg, 1994). In her account, Amy illustrated how her belief 
system and perception of other people's beliefs about suicide affected her process of 
constructing meaning in her loss: "there is a kind o f fear that as soon as you say 
’suicide’ to people they are shocked and they expect, as I  did up to then, that i f  
somebody is going to commit suicide they must be a dreadfully mentally ill person 
and it must be a-relief to get rid o f them". Amy reported believing prior to her 
brother's suicide that only mentally ill people commit suicide. Thus, in order to process 
the fact that her brother had killed himself and derive some degree of understanding, 
Amy either had to assimilate into her interpretative framework the notion that her 
brother was mentally ill or integrate the possibility that there may be alternative 
explanations why a person kills him/her-self. Amy expressed that, with time, she 
reached her own conclusions about her brother's suicide: "he had always been 
incredibly sensitive . . .  all through his life he thought that single handedly he could
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save the rainforests and all that, and my feeling was that he got to the age o f 21 and 
realised he wasn’t going to be able to do that and he couldn't bear the thought. He 
held very very strong views on things like apartheid and I  think he thought it was a bit 
o f a crap world really". This quotation illustrates how through reflecting on David's 
belief system and trying to understand his feelings for life from his frame of reference, 
Amy was able to reach an understanding for why David committed suicide and find 
meaning in his death. Later on in the interview, Amy expanded on this process further 
and reported that David's suicide was "his choice to end his life which I  think makes it 
easier than a death where you have no choice, like through murder or an accident, 
when someone is taken away from you through no choice o f their own". In this 
quotation, Amy communicated that through recognising David's personal choice and 
responsibility in taking his own life has helped her to accept the loss of her brother and 
evaluate her loss more positively, which will be discussed in the next theme.
Personal and family growth
In the immediate aftermath of David's death, Amy reported only being aware of the 
negative impact of her loss. However, she also described in her account, with time, 
recognising positive aspects to her loss. She was unable to specify a chronological time 
frame for achieving this insight but conveyed a sense of intra-psychic processes that 
elapsed in this time: "it was a while before I  fe lt something good has got to come out 
o f this. I  think you could say it's when I  began the healing process. When things 
became a bit clearer in my mind. When I  was not so desperate and not so wrapped up 
in grief. Then I  could start to sort things out in my head and think wider". Amy 
described how it was only when the initial sense of her loss diminished that she was 
able to start to "heal". This process has been previously identified in the bereavement 
literature in a study of children, adolescents and adults who had lost either a parent, 
child or sibling through various types of death, namely illness, suicide, homicide or an 
accident (Hogan et al. 1996). Evidence was found to suggest that personal growth 
occurred, to some degree, throughout the bereavement process but was most evident 
"as the survivor emerged from the acute pain of grief'. The previous quotation shows 
how Amy's positive evaluation of loss reflected her belief that "something good has got 
to come out of it" and appears to demonstrate another example of Amy's attempt to 
make sense of her loss, discussed in the previous theme. A similar perception was also 
described in Hogan et al's study (1996). Like Amy reported, this belief reflected a need 
to give meaning to the death and to the deceased's life so that the loved one did not die 
in vain. In relation to Amy's experience, this process could also be interpreted as giving 
meaning to Amy's life, illustrated through her identification of psychological growth, 
both personally and within the family.
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At a personal level, Amy described a change in her perspectives and priorities in life:
" /  value people a lot more and I  realised that relationships are the only important 
things in this world, well relationships and health perhaps and nothing else matters. 
Karl [Amy’s husband] earns very little but I  don’t care. He finds that very hard to 
accept and he is far more into having nice furniture and whatever, but I  now feel I  
could live in the worst place in the world as long as I  have the people I  love with me.
It has certainly changed my outlook on life ’. It seems that Amy is suggesting that 
David's death triggered a degree of introspection and a personal re-evaluation of 
existential beliefs. This phenomenon has received significant exploration within the 
bereavment literature. As Yalom & Lieberman (1991) propose, the death of a loved 
one has the potential to "hurl" survivors into a confrontation with his/her life and 
death. This may necessitate the bereaved individual to revise their assumptions about 
the world and their place within it (Barbato & Irwin, 1992). In Amy’s account, this was 
represented as having led her to turn away from a materialistic appraisal of the outside 
world towards inner qualities of loving and being with people who are personally 
important.
This growth experience would appear to have initiated the second area of personal 
growth identified by Amy, that of helping others. Amy reported that she has been able 
to use her loss experience and personal understanding of sibling loss to help others 
through a self-help group for bereaved siblings: "if he hadn't have died, I  wouldn't 
have been able to help others”. Amy's perception, communicated in the above 
quotation, could again be interpreted as illustrating a further example of Amy’s process 
of constructing meaning in David's death. Both of these areas of personal growth, 
described by Amy in her account, have been reported in the existing research exploring 
potential growth following a bereavement. For example: Davies (1991), Hogan & 
Desantis (1996) and Martinson et al. (1987) have identified the same categories of 
growth in relation to child and adolescent populations of bereaved siblings. Evidence 
for an increased sense of compassion and connectedness to others was found in Hogan 
et al.'s study (1996) of child, sibling and parental bereavement, cited previously in this 
case study. This literature, therefore, reflects that such growth not only prevails in 
other age-ranges of bereaved siblings but also in other bereavement populations, 
namely, parental and child.
Later on in the interview, Amy reported a perception that her increased awareness of 
the value of people "might to some extent have changed anyway as I  got older but not 
to the same extent it did after David's death”. Amy communicated in this quotation 
how her perspective of others may have changed, irrespective of her loss, as a natural
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consequence of aging but suggested that her loss experience precipitated an increase in 
her psychological maturation beyond its natural rate. This phenomenon has also been 
reported in other sibling bereavement literature, particularly in relation to adolescent 
samples (e.g. see Hogan & Balk, 1990; Martinson et al., 1987; Martinson & Campos, 
1991). Such maturation has been explained in light of siblings assuming adult 
responsibilities or adopting more mature roles in the home following a sibling loss 
(Martinson & Campos, 1991) or reflecting a sense of feeling different from non­
bereaved peers because of their loss experience (Davies, 1991). It is possible that the 
developmental life-stage of the bereaved sibling at the time of loss affects the degree of 
psychological maturation; however, in relation to Amy’s experience, her enhanced 
psychological maturity, reported in her account, is more likely to reflect her degree of 
introspection and existential re-evaluation following the loss of her brother, previously 
discussed.
At a family level, Amy described a strengthening in her relationship with her parents 
and within the family as a whole: "we are much much closer. The family unit is much 
much closer and I  can see Mum and Paul [step-father] are closer together than they 
were before David's death . . .  we all talk about everything a lot more now". Amy 
went on to explain her understanding of this change in relationship and communication 
pattern, stating: "I think it pulled everyone together. I  think you realise that nobody is 
there forever and that you have to make the most o f what you've got while it's there 
. . .  we realised that we are not going to be around forever, you have to be there fo r  
each other now". Amy appears to be describing how David's death initiated an 
immediacy effect, bringing family members' attention to the here and now of life, 
reinforcing the uncertainty of the future and the inevitability of mortality.
Although Amy identified areas of personal and family growth following the death of 
her brother, she went on to report her overall perception of her loss, thus: "I think 
about the positive aspects o f my loss more but when other things are bad in my life, I  
dwell on the fact that David is dead . . .  the negative thoughts are more powerful 
though because it is such a huge loss". Amy seems to be suggesting that although the 
majority of her thoughts focus on the positive rather than the negative, this is 
subordinate in her evaluation of loss in comparison with the weight her thoughts carry, 
with negative thoughts being more powerful and more influenced by her mood. She 
connected this to her perception of the significance of her loss which will be discussed 
in the next theme.
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The significance of the loss
During the interview, Amy described her relationship with her brother as. ci huge 
attachment. It's somebody you’ve grown up with, you’ve done everything together, 
you’ve fought with your parents with, they’ve been there fo r you, you’ve fallen out with 
them, it’s somebody you know who is always there . In this quotation, Amy s 
perception of the intensity of her loss, the significance of this relationship in her life and 
the overlap in 'life space' (i.e., "the world of each individual", Reber, 1985) between 
Amy and David is highlighted. According to Davies (1988), "the more central the lost 
person is to an individual’s life, the more intense is the reaction" (p346). Subsequent 
researchers (e.g., see Sable, 1992) have linked the loss of an attachment figure with 
grief outcome and this is reflected in Amy's account. Later on in the interview, Amy 
described how the loss of her brother has been personally harder to accept as it 
encompasses not only the direct loss of her relationship with her brother in the present, 
but also the loss of their relationship in the future: "that’s part o f the sadness. I  know 
we would have been really close . . .  as the years went by we were getting closer . . . 
just as the relationship was taking off, it all finished. It’s quite hard to accept really . 
Later on in the interview, Amy reported that this has affected her evaluation of loss. 
"the fact that we were getting closer when he died and now he has been taken away 
from me makes it harder to think positively about his death”. A sense of injustice 
about the untimely death of her brother was also conveyed in this quotation which has 
been discussed previously in this case study. This is further illustrated in the following 
quotation: WwM /f t  yowr W fW  or Mffer, f&e &%%%# re W o m # , .yow'/f ever 
Aove oW, W& D av# /  cer&m#./ee/ fW  7 cmf&f «ever ever rep/ace
that in any way”. Here Amy is describing her expectation of the longevity of a sibling 
relationship which is reflected in the sibling bereavement literature. Davies (1993), 
propounds that siblings share a greater part of their lives with one another than with 
anyone else. Amy's belief that this relationship can never be replaced corresponds with 
Davies' (1993) conceptualisation of the long term effects of sibling bereavement, 
claiming that when a sibling dies an emptiness remains that no-one else can fill. To a 
certain extent, this parallels the phenomenon of'shadow grief, described by DeVries et 
al. (1994) in the parental bereavement literature as a sense of loss that stays with the 
grieving parent for the rest of their life.
Despite Amy's perception of the significance of her sibling relationship, she reported 
the behef that a sibling relationship does not receive the same recognition of loss as a 
parental relationship to the deceased: "on the anniversary I  will be the one going 
around there to take something round for them . . . they will get cards from other 
people saying 'thinking o f you today' whereas somehow when it’s a brother they
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expect you to move o n . . .  whenever I  met any o f my friends in the first month, people 
would say 'it's so terrible to hear the news, how are your parents?' and you want to 
say' what about m e?'I don't think people realise how deep my pain is". Amy reported 
the belief that her loss is minimised but went on to say that this is quite good, in a 
way, because you do move on and you do get on with your life and life continues to be 
great". Here, Amy portrays a perception that the absence of an 'expectation of grief 
can be liberating and allow the bereaved sibling to be seen to be getting on with life 
without being socially judged.
Case Study Two : Vikki
Vikki is 26 years of age and lives with her partner. She was educated to postgraduate 
level and works as a sub-editor for a business publication. Her younger brother, James, 
took a fatal overdose of tranquilisers two years ago, at the age of 22. Vikki has one 
surviving younger sister.
The nature of the loss
In contrast to Amy's experience, Vikki reported that the death of her brother wasn t a 
surprise . . .  I  had actually expected it, as he said that he would do it quite often". 
Here Vikki conveyed how her expectation that one day her brother's threats of suicide 
would become reality buffered any feeling of shock, a feeling generally portrayed in 
traditional grief models as one of the first reactions following a bereavement (e.g. see 
Kubler-Ross, 1969). It has been suggested in the literature on suicidal behaviour, that 
repetition of threatened or attempted suicide is a precursor to completed suicide 
(Aldridge, 1998), thus highlighting the realism and rationale behind Vikki's belief. This 
'expectation' that one day James would kill himself gave Vikki the opportunity to begin 
to process the personal meaning of this loss and anticipate her emotional and cognitive 
reactions to her bereavement prior to the actual event. Being able to psychologically 
prepare herself for her loss reflects a significant contrast to Amy's account of her 
experience, in the absence of anticipatory grief, as discussed in case study one.
Later on in the interview, Vikki reported that her brother's death through suicide has 
affected her evaluation of loss: "when someone commits suicide, that person chooses 
not to have a relationship with you or anyone anymore . . .  it is more brutal than a 
loss through illness or murder. . .  he chose to die. I  don’t think it would have been as 
bad i f  he had not chosen to die but had life taken away from him". In this quotation, 
Vikki conveys her perception of the 'brutality' of suicide on the survivors, not evident 
in other types of bereavement, namely the personal choice and responsibility of the 
suicide victim in rejecting loved ones and causing sadness and pain. She described how
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this is personally harder for her to accept than if James had not played an active role in 
his death. In case study one, Amy reported a contrary perception of her experience, 
describing how, for her, the fact that it was her brother's choice to kill himself made it 
easier to accept his death and evaluate her loss positively.
Vikki also reported in her account that the nature of her brother's death through 
suicide changed her self-perception and affected her beliefs about how she would be 
perceived by others following her loss: "I thought in general that people I  talked to 
about James might think I  was unstable. . .  I  really fe lt that people were going to look 
at me and stigmatize me, especially people who didn't know me . Vikki described a 
fear that people would generalise James' unstable' emotional state to her, and assume a 
similar vulnerability to suicide and/or psychological distress. As a result of this fear, 
Vikki reported becoming "quite guarded about people" until she was able to 
'normalise' her perception through her experience of a bereaved siblings' self-help 
group: "it made it so much easier seeing perfectly normal people, really nice people 
who have had this happen to them and it made me feel so much better, that I ’m not a 
bad person". This quotation illustrates how the group counterbalanced Vikki's belief 
that suicide only happens to 'bad' people and enabled her to re-define her self-concept 
following her brother's suicide. Bereavement through suicide has been conceptualised 
within the literature as a 'stigmatised grief (Sprang & McNeil, 1995) for similar 
reasons to those reported by Vikki in her account. In light of this attached 'stigma', one 
might hypothesise that the significance and impact of a loss through suicide is more 
profound than other forms of bereavement. This will be discussed, in relation to Vikki's 
experience, in the next theme.
The significance and impact of the loss
In her account, Vikki described a delay in her grief reactions in accepting the reality of 
her loss. "It wasn't until about six months afterwards that it started to hit me that he 
wasn't coming back". She went on to say "when it first happened, I  don't know 
whether I  consciously bottled it u p . . .  I  think probably looking back I  was trying to 
forget about it or think it hadn’t happened". Such reactions, reflect the general 
literature on bereavement, where denial and avoidance have commonly been reported 
as 'normal' grief reactions in stage-based and process models of grief. The 
aforementioned quotation, conveys the enormity of the task for Vikki in processing the 
reality of her brother's suicide, necessitating her either consciously or unconsciously, to 
employ intra-psychic defence mechanisms to protect herself from the pain of her loss. 
She later described her perception of loss as "a very very deep sense o f loss. . . like 
nothing I've felt before . . . it's not like the break-up with a partner or something like
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that, it’s so much stronger. . .  the attachment is very very deep . . . you’ve shared so 
much during your childhood . . . you’ve got this gap there where there was this 
person whom I've known since I  was two and a half years o f age . Here, Vikki 
communicates her perception of the intensity of her loss which she seems to 
understand as being a direct result of the personal significance of her relationship with 
her brother. The quotation also emphasised the unfamiliarity of this sense of loss for 
Vikki, therefore further explaining her initial difficulty in processing what she 
perceived to be a profound loss. Vikki described how the closeness and longevity of 
her sibling relationship have compounded her personal adjustment to this loss. She 
reflected that through sharing a common history and an overlap in life space, a gap in 
her life has resulted at a physical level, and in her identity, at a psychological level. A 
similar phenomenon has been reported in the adolescent sibling bereavement literature 
whereby the significance of sibling relationships in the development of identity and 
personality has been recognised (Hogan & Desantis, 1996). In light of this literature, it 
is possible that if Vikki’s experience, in any way, reflects the experience of other 
siblings bereaved in early adulthood, then the implications for identity could be evident 
across the sibling bereavement process, irrespective of age or cause of death.
Positive evaluations of loss
During the interview, Vikki reported perceiving the death of her brother in a positive 
light as well as a negative light. She identified a sense of "freedom and calmness as 
primary positive gains for her which she reported experiencing in the immediate 
aftermath of her loss: "at the time it was actually quite a relief because he was very
A*# dme . . . Ac was very amfdcwM, m awfawf
o f psychiatric hospitals on and offfor about a year before he died and had phases o f 
very heavy drinking and I  was always the one, because I  lived so close, who would try 
and deal with it and try not to get my parents involved. . .  he was just like a child 
really. I  used to take him around with me as he couldn't look after him self. This 
quotation illustrates the degree of responsibility, care and protection that Vikki had 
assimilated into her sibling relationship with James prior to his death. She conveyed 
how she had adopted more of a maternal role than a sibling role in her relationship 
with her brother in an attempt to protect her parents. She went on to describe the 
immediate aftermath of James' death as: "my first chance fo r a few years to actually 
take control o f my life as before, with James being in need o f so much support, I  
never really had a chance to think about myself. . . breaking away from things I  did 
before was my first chance really to be myself. . .  it made me realise that I  didn t 
have to take responsibility for anyone other than me". Vikki portrayed her brothers 
death as a time when she could relinquish the role she had adopted with her brother
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and regain mastery over her own life. Vikki seems to be communicating that this 
process triggered an existential evaluation of her life and her identity, previously 
discussed in relation to Amy's experience in case study one. Vikki conveyed in her 
account how this enabled her to put personal choice and responsibility, previously 
displaced, into perspective and re-define her identity and self-perception which had 
previously been subordinate to James' needs and feelings.
Vikki also reported in her account an increased awareness of others since James death, 
a phenomenon which has been reported in other studies of sibling bereavement (e.g., 
see Hogan & Desantis, 1996; Oljenbruns, 1991): 7  am more tolerant with others now 
. . .  I  accept that people can be complex and accept their bad points as well as their 
good points”. She explained this in light of her relationship with James: "he could be 
very horrible, especially i f  he got drunk and became abusive . . . I  didn't particularly 
like him in the last few years but I  still loved him”. Vikki conveyed in this quotation 
how her "mixed” and "complicated” relationship with her brother taught her to be less 
judgemental and more accepting of other people. It has been proposed by Sprang & 
McNeil (1995) in the bereavement literature that an ambivalent relationship to the 
deceased can negatively affect the process and intensity of grief following a suicide 
bereavement. However, Vikki, in her account, reported that "it is easier to see the 
positive side to my loss because it was a mixed relationship". Here, Vikki seemed to 
describe how the ambivalent nature of her sibling relationship has enabled her to 
identify positive gains from her brother's death, inferring that if their relationship had 
been closer, she might not have been so easily able to evaluate her loss positively. She 
went on to say that she does not always perceive her loss as positive: "it jumps from  
one to the other. Sometimes outside factors affect my mood, like i f  I've had a bad day 
at work or heard something awful on the news, then I  start thinking about all the 
jadncM q fW n g Jbmea or Mmeümea aW m dkM y/
start thinking about James and feel really upset. Possibly I'm blocking it out and then 
reality kicks in". The first part of this quotation describes the intra-psychic process 
between emotions and cognitions, where different moods can trigger different thought 
processes and vice versa. This pheneomenon was also conveyed by Amy in the 
previous case study. In the second part of the quotation, Vikki reported a perception 
that her positive moods may reflect a conscious or unconscious process of denial, 
similar to her initial reaction to loss, discussed earlier in this case study. Later on in the 
interview, Vikki described how "the positive aspects help create meaning because 
./anmar'idead; wporf o f my wWa #  (W parf o f me. fr wam'ffwafo reo/fy 6W fAmg 
that happened. It's something I  have to find  meaning out o f to carry on". Vikki 
appears to be illustrating, here, her belief that personal acceptance of her loss
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(identified by Worden, 1991, as the first task of mourning) is necessary for her survival 
and how being able to recognise positive consequences and not just experience the 
pain of the loss (identified by Worden, 1991, as the second task of mourning) has 
facilitated her process of accepting James' death as part of her life script.
Change in attachment relationships
Vikki reported that, like Amy, the loss of her brother has changed her perspective on 
family and their respective roles in her life: "my family are more important to me than 
anything else . . .  I  would never have said that before James’ death . . . with my 
parents, our relationship has just got stronger and stronger . . .  I  worry about them 
quite a lot and wonder i f  they are happy". In this quotation, Vikki conveyed a sense of 
feeling protective towards her parents since James died. This is further illustrated in the 
following quotation from Vikki's account: "one o f the reactions I ’ve had from early on 
/mwce Jbmea dW / ü a  rea/j&ar of djamy? qfgefÜMg ///, Mng m ap/ane
crash, anything, because they [parents] can’t go through any more o f this and lose 
another child . . .  I  have become quite protective o f them". It seems as if Vikki's 
protective relationship with her parents now, mirrors a similar relationship to the 
caring and protecting relationship with her brother in the last few years of his life. It is 
possible that this sense of protection towards her parents is a reflection of Vikki's fear 
of losing primary attachment figures in her life which is further illustrated in relation to 
her partner: "If he’s late I  get anxious and try to get hold o f him. I  get quite irrational 
Mmedmej andrea/fy rea/fy warned 7 f&ej&ar a fW n g aameaMe e/ae . . .
one time when we accidentally got separated . . .  I  was totally convinced that 
something had happened to him. I  rang the police and got so frantic. It was such an 
over-reaction . . . Iwas worried that the worst had happened". Vikki reported being 
fearful of being abandoned or separated from other attachment figures in her life and 
this could be interpreted as being a result of losing one attachment figure. This fear is 
consistent with the literature relating to Bowlby's Attachment Theory (1973), 
discussed earlier, which asserts that people can display attachment behaviour at high 
intensity when frightened or an attachment figure cannot be found. In the previously 
cited quotation, Vikki appears to be displaying attachment behaviour in relation to the 
seemingly unaccountable absence of her partner. Having had the worst already 
happen i.e. death, to a primary attachment figure (her brother), Vikki reported 
automatically jumping to the conclusion that the "worst has happened again. This 
thought would appear to result from the beliefs that she has internalised as a result of 
her personal experience of her brother's death. The 'fear of losing someone else' has 
been previously identified in the literature on sibling bereavement. Fanos & Nickerson 
(1991) highlighted a fear of intimacy in 80 per cent of a sample of siblings bereaved
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during adolescence, due to a fear of losing another loved one Vikki s attachment 
behaviour, outlined above, can also be understood as a means of searching for the lost 
attachment figure. This phenomenon was identified by Bowlby (1961) as the second 
phase of mourning, preceding a phase of despair. The following quotation illustrates 
Vikki's reported experience of 'searching' for her brother: 7  often think I've seen my 
brother and it’s just somebody the same height or walks in a similar way but it 
happens quite a lot and it’s quite unnerving really”. It is possible that such experiences 
are perceived as 'unnerving' by Vikki as perhaps there may be hope that her brother is 
not dead, followed by despair when realism takes over and Vikki once more has to 
accept James' death. As Bowlby recognises, this is part of the grieving process; 
however, in Vikki's case, it may also reflect her earlier denial in accepting the reality of
her loss.
Vikki also described, in her account, a strengthened relationship with her surviving 
sister since James' death: "we are sort o f united". She explains this unity as "it's almost 
like the two o f us have to fill the space o f three". Vikki conveys in this quotation her 
perception that her sister and her are bonded by the role, either self-imposed or 
externally imposed through the family or society, to live life for three. It is possible that 
Vikki has self-imposed that role in an attempt to fill the 'gap' in the family, previously 
described by Vikki. This may reflect a further example of Vikki's wish to protect 
herself and her parents from the pain of their loss, in an attempt to minimise the 
physical and psychological absence of James' presence in the family. Previous research 
(see Robinson & Mahon, 1997) has discussed how the sibling system is permanently 
altered by the loss of a brother or sister and highlights how self-defined changes in 
roles or role-fulfilling behaviour can result in response to a sibling bereavement.
Case Study Three : Simon
Simon is 37 years old and has recently separated from his wife. He works as a Public 
Relations Consultant and was educated to Postgraduate level. His younger brother, 
Tom, killed himself eight years ago at the age of 27, through inhalation of carbon 
monoxide fumes from his car exhaust. Simon has one surviving younger sister. _
The nature of the loss
Like Amy, Simon reported the loss of his brother as sudden and unforeseen: "It was 
completely unexpected None o f the family was aware that he was planning to kill 
himself. . . there was just no indication at all”. In this quotation, Simon accentuates 
the intensity of the unexpectedness of this loss for him. Unlike Vikki's brother, who 
had previously threatened and attempted suicide, Tom's suicide was an isolated
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attempt that ended his life. As a result of this, Simon reported that neither his family 
nor himself had an opportunity to anticipate their grief, and were thus not able to 
physically or psychologically prepare themselves for their loss, as discussed in the 
previous two case studies; "when I  first got the phone coll to soy thot he hod died, I  
immediately assumed it hod been o cor crash. On the day he died, I  knew he was 
going to be driving a long way to work so it could have been likely that he'd had a car 
crash. I  think things would have been different i f  he had been killed by an accident. It 
would still have been unexpected but there wouldn't be the feeling that he no longer 
wanted to be with us. When you die in a car crash you experience a physical agony 
but with suicide there is the spiritual and mental agony that goes with it, not just at 
the time but the length o f time beforehand that he would have been torn with that 
mental agony". This quotation highlights the process whereby Simon appears to have 
comparatively evaluated his brother's death through suicide with a perception of his 
loss through a different form of bereavement i.e. if he had died in a road traffic 
accident. Within the literature on bereavement through suicide, comparative data 
between suicide and other types of bereavement, namely, accidental death, natural 
anticipated or unanticipated death, and homicide have been discussed (for example, see 
Allen et al. 1993, 1994; Silverman et al., 1994; Thompson & Range, 1992, 1993). 
Silverman et al. (1994) concluded that death through suicide poses added difficulties 
for the bereaved not seen in other forms of bereavement and evidence of this can be 
seen in Simon's account. In the aforementioned quotation, Simon described how the 
specific circumstances of Tom dying through suicide has affected his grief process. In 
addition to the sudden and unexpected nature of his loss, Simon reported how the 
process of accepting the loss of his brother included consideration of the mental 
anquish his brother may have experienced to provoke his fatal suicide attempt. Later 
on in the interview, Simon reported perceiving Tom's suicide not only as a rejection of 
his own life, but also of Simon himself, thus conveying, like Vikki, a sense that it is not 
only the suicide victim that experiences mental anguish, so do the survivors: "a lot o f 
these problems can be sorted out by talking about i t . .  . it w!as a mighty big rejection, 
obviously there was something there which I  might have been able to help with or 
contribute to". A similar perception was reported by Vikki in the previous case study. 
Within the literature, bereavement through suicide has been associated with greater 
feelings of rejection than other forms of bereavement (Reed & Greenwald, 1991). 
Allen et al. (1993, 1994) propound that feelings of blame and responsibility are more 
salient for deaths through suicide than natural or accidental causes. During the 
interview, Simon conveyed implicit messages of "if only he had talked to me" or "if 
only I had been able to help", possibly highlighting an internalisation of blame, to a 
degree.
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Within the bereavement literature, it has been said that the event of sudden and 
untimely deaths, as in the case of Simon's loss, significantly relates to the intensity of 
the grief experienced (Silverman et al. 1994) and post-death adjustment by the 
bereaved (Kramer, 1997). These factors will be addressed in the next two themes: 'The 
construction of meaning' and 'The impact of the loss to self and family'.
The construction of meaning
It would appear from Simon's account that Simon's ability to find meaning in the loss 
of his brother has been influenced by an inability to understand why his brother killed 
himself and therefore an inability to make sense of and find meaning in his loss: "I still 
don't understand why he killed him self. . . eight years later I  am still struggling to 
come to terms with it". In this quotation, Simon depicts the ongoing nature of his 
attempt to make sense of his loss and highlights the reported difficulty of this state for 
him. According to Simon, Tom left a "loving" suicide note; however, Simon stated 
that, for him, this did not sufficiently account for or justify why his brother killed 
himself: "he left a note in the car which didn’t really explain why he killed himself. . . 
the only thing he said in the note was that there were black clouds hanging over him 
fo r a long time". Like Amy, Simon seems to be suggesting that this note contained a 
subjective explanation for Tom's suicide that he personally has not been able to derive 
meaning from. One could hypothesise that as a result of the uncertainty as to what the 
"black clouds" related to, Simon is unable to process 'why' Tom killed himself. Without 
this knowledge and understanding, the experience of Tom's suicide would not appear 
to correspond with Simon's internal framework for interpreting information. 
Consequently, in order to process this experience, it is necessary for Simon to either 
adapt his existing belief system or develop a new 'frame' of reference for interpreting 
this experience which can be incorporated into his established framework. Intra- 
psychic disharmony and psychological distress can occur if there is a conflict between 
an existing belief and new information to be processed. This is illustrated in the 
following quotation from Simon's account: "I have always been led to believe that 
taking a life is a sin. It is not your life to take. This has caused me a lot o f conflict 
with my faith . . . The only way for me to reconcile it is to think that perhaps he had 
fe lt he had had enough o f this life and wanted to be nearer to God, although I  don’t 
think this is the way to do it". Simon communicated, here, that Tom's death caused a 
conflict for him with his spiritual beliefs, triggering intra-psychic confusion and 
distress. Prior to Tom's suicide, Simon reported having the belief that killing yourself is 
a sin, but it seems that maintaining this belief would mean accepting his brother as a 
'sinner' and thus tarnishing Simon's memories and internal representation of Tom. In 
order to reduce his distress and reconcile his beliefs with his brother's death, Simon had
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to find an alternative explanation within his faith that did not dishonour his brother and 
was acceptable to Simon's belief and value system i.e. that Tom committed suicide as 
he wanted to be nearer to God. However, in his account, Simon portrayed a sense of 
not entirely being convinced by his personal construction of meaning for Tom's death, 
illustrated through his use of the word "perhaps" in relation to his explanation of Tom's 
suicide. This appears to reflect Simon's statement presented at the beginning of this 
theme that, eight years on, he is still struggling to understand and come to terms with 
Tom's death. In an attempt to advance his process of constructing meaning, Simon 
described "contemplating the idea o f contacting a medium and trying to establish 
contact just to find  out what was wrong. . .  I  wouldjust like to know what was causing 
him so much pain". This desire to "contact" Tom communicates a sense of desperation 
by Simon in needing to establish what was causing his brother so much pain that 
warranted the desire to end his life. It is possible that Simon's ongoing difficulties in 
making sense of his loss, compound his experience of grief following the death of his 
brother. This will be explored further in the next theme.
Impact of the loss to self and family
When asked to describe his initial reactions to the loss of his brother, Simon reported: 
"I have never fe lt anything like it. I  fe lt completely lost. . .  I  could not stop crying fo r  
ages. I  was screaming. . .  I  just did not know what to do. I  was completely thrown". 
Simon's description reflects the intensity of his reaction to his loss which he explains, 
later in the interview, in light of the personal importance he attaches to his relationship 
with Tom: "I have lost someone who I  grew up with, who I  was very close with fo r  
more than 25 years o f my life . . .  To be quite honest, there is not anybody closer to 
me. We literally grew up together. He was someone I  shared so much with, school, 
music, clothes, friends but also in an intuitive sense, we had the same sense o f humour 
and with just one look we both knew what each other was thinking. We had so much 
common history that I  don't share with any other member o f my family. The important 
years o f my life were spent with Tom". Here, Simon communicates his perception of 
the intensity of closeness between himself and Tom and describes a high degree of 
overlap in their life spaces, a phenomenon reported in the previous case studies. Later 
on in his account, Simon identified Tom's death as the most significant event in his life: 
"Fundamentally, it is about the most important thing that has happened in my life. I  
do not think there is one single incident that has been more paramount in my life, 
even my faith, the breakdown o f my marriage or whatever". This would appear to 
reflect the significance of Simon's relationship with Tom, described above. The 
psychological meaning of the relationship and the significance of the bond between the
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bereaved and deceased has been identified within the bereavement literature as a 
determinant of the intensity of the grief reaction experienced (Rubin, 1996).
In the above quotation, Simon conveyed the enormity of the task of adjusting to his 
loss and described how this has affected not only him, but the family as a whole: "his 
absence is always noticeable. Every time we sit round the dinner table as a family, his 
absence is very obvious to all o f us". He went on to say: "It is just weird being with 
my parents without him as a lot o f my happiest moments in family life, Tom was 
involved in them all. His absence removed one o f the key players. In fact, the most 
important person was removed from the scenario as he was the one person in the 
family I  was closest to". Simon appears to be saying how the premature loss of his 
brother not only changed his relationship with his family in the present but has also 
changed his memories of family times and relationships in the past. Recognition of this 
phenomenon is evident in the parental bereavement literature. Brabant et al. (1994) 
propose that the whole family 'loses' the family as they have previously known it, as it 
will be forever changed by the "irretrievable loss of the presence and role-fulfilling 
behaviours and functions of the deceased child" (pi 99). As conveyed by Simon in his 
account, the process of adjusting to the loss of his brother not only incorporates 
accepting the visual reality of Tom's absence in family life but also necessitates an 
adjustment by the family system in their ability to reform the family as a unit. This will 
be discussed further in the following theme.
Positive and negative evaluations of loss
Simon stated in his account that in addition to the negative consequences outlined in 
previous themes, Tom's suicide also induced personal and family growth. At a personal 
level, Simon described two predominant areas of psychological growth and positive 
sequelae which he identified as a result of his sibling loss experience: "I am more 
sensitive to situations now and hopefully I  have been able to help some people 
through problems, divorce or death . . .  I  am more aware o f people and people's 
needs, particularly people with mental health problems . . .  at work, I  am committed 
to working with social issues". Simon described how Tom's death has given him an 
understanding of loss which has enabled him to be more compassionate and empathie 
at a social and occupational level and, in turn, be more genuinely able to help other 
people in the aftermath of a loss. Amy described a similar positive consequence 
following the loss of her brother, through her involvement with a self-help group for 
bereaved siblings. As discussed in case study one, this reflects experiences reported in 
other research on sibling bereavement (e.g. see Oltjenbruns, 1991).
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Simon also reported that Tom's death "made me think a lot about what I  want out o f 
life" thereby portraying his brother's death as triggering an existential evaluation of his 
personal goals and outlook in life, previously discussed in relation to the first two case 
studies.
At a family level, Simon stated: "It has certainly strengthened my relationship with my 
parents. I  do not think we as a family have ever been so close. My brother’s death has 
certainly pulled us all together. . . we just communicate better than we have done in 
the past and we listen to each other better. We are more aware o f each other and 
know where we are all up to". Simon is reporting here, that a change in communication 
pattern has occured since Tom committed suicide. He explained this strengthening of 
family bonds and change as a result of the circumstances of Tom's death: "It was such 
a unique experience, not like any other family death I  had experienced. As a unit, we 
had never experienced a family death like it. All other family deaths we experienced 
were people we had expected to die - they were either ill or elderly but with Tom, we 
were all equally hit by the suddenness o f his death and all equally unprepared. We all 
needed each other". This quotation illustrates how Simon regarded the family all 
pulling together in the aftermath of their loss as a consequence of the sudden and 
unexpected nature of Tom's death. Bowlby s Attachment Theory (1973) provides an 
alternative framework for explaining this phenomenon. As proposed by Bowlby 
(1969), in times of "sickness", "calamity", "danger" or "disaster" throughout the 
lifespan., a person will seek proximity to another known and trusted person. In Simon s 
account, this was the family as a unit as opposed to one trusted person.
Simon reported "almost immediately" noticing a positive outcome to the loss of his 
brother, stating that in his life experience "facing up to a challenge and having to 
battle to get through brings out the best in me". This reflects a sense of personal 
determination by Simon to survive personal challenges which possibly illustrates his 
level of existential awareness, presented earlier in this case study. Despite identifying 
positive gains to his loss, Simon claimed that a negative perception prevails . . .  i f  I  
could re-live time, I  would much rather this had never ever happened".
Overview
Limitations of findings
The extent to which participants' accounts provided an accurate picture of their 
experience of sibling bereavement through suicide was not formally assessed. The 
possibility of memory distortions, recall biases, and the impact of context is likely to 
have affected the nature of the relationship between the actuality of events and the
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accounts given by the participants in this study. Despite these limitations, the use of 
retrospective accounts was considered to be an appropriate research design to explore 
the potentials for personal crisis and personal growth in response to sibling loss 
through suicide. Such issues might not have been accessible to the researcher in a 
sample of siblings more recently bereaved. Due to the analytic method employed in this 
study, the research findings are subjective in their nature and possibly have been 
enhanced and biased by the researcher's interpretative framework, as discussed earlier. 
As a result of the subjectivity of analysis and small sample size, the research findings 
only have limited generalisability beyond the participants of this study. However, the 
narrative richness of data attained through a research design of this nature, adds a 
different perspective and level of information to the knowledge-base of sibling loss 
through suicide unavailable to the quantitative researcher.
It is possible that the self-selecting nature of participant recruitment in this study might 
have biased the type of accounts received. Having only interviewed individuals who 
volunteered to participate in this study, it is not known how these accounts differ from 
individuals who chose not to participate. Additionally, the fact that two of the sample 
were members of a self-help group for bereaved siblings may have influenced their 
degree of insight in relation to their sibling loss, not evident in other siblings bereaved 
through suicide who (i) may not have received any support following the loss of their 
sibling or (ii) may not have the ability to talk about their experiences of loss so clearly. 
The experiences described in this study related in all three cases to the loss of a brother 
through suicide from a white middle-class family. Therefore, this sample is not 
representative of all siblings bereaved through suicide and further qualitiative and 
quantitative research needs to be conducted in relation to age, gender, culture and 
socio-economic status on larger samples of siblings who have been bereaved through 
suicide.
Theoretical implications of findings
This study has explored in some detail the experiences of three individuals who have 
lost a sibling through suicide during the developmental age-range of early adulthood,. 
thus enhancing the knowledge-base of sibling loss through suicide and addressing the 
early adulthood age gap in the sibling bereavement literature. Across the three case 
studies, some similarities and differences can be identified. Both Amy and Simon, in 
their accounts, described in some detail their personal difficulties constructing meaning 
in their losses. These difficulties appeared to connect to two significant features of 
their loss, namely the sudden and unexpected nature of their sibling's death through 
suicide. This relationship is consistent with the bereavement literature where it has
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been suggested that grief is exacerbated in the absence of'anticipatory grief (Parkes & 
Weis, 1983). However, as discussed in the analysis, the potential impact of this 
phenomenon remains contentious amongst theorists and researchers in the field of 
bereavement. In contrast, Vikki, barely discussed her process of constructing meaning 
in her loss. This seems to connect to her 'expectation' that one day her brother would 
kill himself, thus suggesting that Vikki may have started a process of psychological 
preparation, pre-bereavement (Braun & Berg, 1994).
The significance of the relationship between the bereaved and the deceased has been 
identified in the general bereavement and sibling bereavement literature (see Grad & 
Zavasnik, 1996; Rubin, 1996) as a determinant of the grief reaction experienced. This 
relationship was evident in each case study presented in this research. All three 
participants described the death of their sibling as a significant loss in relation to their 
respective perceptions of attachment to their sibling and to the intensity of their sibling 
relationship across the life span.
Evidence of personal and/or familial growth in the aftermath of a sibling's death was 
reported across all the case studies. Recognition of a positive outcome of loss was 
reported by all three participants relatively soon after bereavement. The primary areas 
of growth that were identified in the analysis were reflected to a degree across all three 
participants and included greater family closeness, an increased awareness of and/or 
ability to help others and enhanced existential awareness. These areas reflect other 
reports of growth cited in the sibling bereavement literature (see Hogan & Desantis, 
1996; Oljenbruns, 1991). The identification of 'freedom' as an area of growth in this 
study was unique to Vikki's experience. This seemed to reflect her reported difficulties 
and responsibilities inherent in her pre-death sibling relationship, evolved in response 
to her brother's mental health problems. This phenomenon has not been widely 
recognised in the literature portraying the potential for, or the occurrence of, personal 
growth following a loss. However, a sense of relief, communicated by Vikki, has been 
reported by siblings bereaved in late-life, in response to the end of a sibling's suffering 
(see Hays et al. 1997). This would seem to connect more directly with the 
circumstances of the loss rather than the nature of the pre-death sibling relationship, 
although both were found to affect the evaluation of loss by the participants of this 
study.
Several factors were identified in this research as affecting the impact of the loss and 
the construction of meaning. These factors included the suddenness and untimeliness 
of death, the unnaturalness of early sibling loss, the unfamiliarity of such a loss, the
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perceived stigma/social taboos associated with suicide, a perceived rejection by the 
deceased and the personal choice of the sibling to end his/her life. Such factors 
appeared to present added difficulties for the bereaved siblings in this sample which is 
consistent with the bereavement literature discussed previously in this paper. 
According to Silverman et al. (1994), these difficulties are not evident in other types of 
bereavement. However, some of these factors can be applied to other forms of 
bereavement. For example, sudden loss can occur across all types of bereavement. Any 
loss of a loved one at a young age is considered untimely, irrespective of the cause of 
death. A perceived stigma is evident in other types of 'stigmatised* bereavement, for 
example, AIDS-related bereavements (see Wright & Coyle, 1996). Thus, it would 
seem that only the perceived rejection associated with suicide and the personal choice 
of the victim to end his/her life can be specifically attributed to a suicide bereavement.
In this study, the nature of the pre-death sibling relationship was found to affect the 
evaluation of loss, with Amy and Simon reporting that it was harder for them to 
evaluate their loss positively, as a result of a close sibling relationship, and Vikki, 
reporting that it was easier for her to evaluate her loss positively in view of her 
ambivalent sibling relationship. Gains resulting from a positive evaluation of sibling 
loss were reported by Vikki and Amy as facilitating the process of constructing 
meaning or accepting the loss, and as maintaining the emotional well-being of the 
surviving sibling. Mixed perceptions of loss were reported by all three participants in 
this study, with two reporting a predominantly negative evaluation to the loss of their 
sibling through suicide. This suggests that although the potential for personal/familial 
growth was evident, this did not counterbalance the evaluation of distress and/or 
personal crisis reported by the participants of this study in relation to the loss of a 
sibling through suicide.
In order for a theoretical model of sibling bereavement in early adulthood to be 
devised, further research would need to be carried out on larger samples of participants 
to explore the range of reactions experienced in response to such a loss. If the results 
of this study, in any way, reflect the experiences of other siblings bereaved during the 
developmental age-range of early adulthood, it would appear that a model depicting 
the primary constructs of this loss experience needs to encompass the potential for 
personal growth as well as personal crisis. As discussed earlier, traditional stage-based 
and process-based models of grief do not encapsulate the possibility for potential 
growth as an outcome of bereavement. However, in view of this study and the 
growing body of research reporting evidence of psychological growth in response to 
loss, there appears to be a need for current models of grief to incorporate this
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phenomenon to meaningfully reflect the range of potential reactions experienced 
following a bereavement. The similarities and differences of the three participants' 
experiences reported in this study highlight the individual nature of grief, universalised 
in stage-based models. A new model of grief that is flexible and process-orientated 
should be developed, or an existing process model of grief adapted, to enhance its 
applicability to a wider range of individual grief experiences.
Implications for the practice of Counselling Psychology
Despite the limited generalisability of these research findings, it is possible for the 
author to make tentative recommendations for therapeutic interventions with this client 
group on the basis that the accounts reported may reflect, to some extent, the 
experiences of other siblings bereaved by suicide in early adulthood. In light of the 
potential for personal growth as well as personal crisis following a sibling loss through 
suicide, as reported in this study and other studies in the sibling bereavement literature 
(e.g., Hogan & Desantis, 1996), Counselling Psychologists may wish to focus their 
therapeutic interventions on the potential for positive outcomes of loss and/or personal 
growth, if disclosed in therapy, as well as negative outcomes to a loss of this nature. A 
Counselling Psychologist may also wish to explore any potential gains or 
disadavantages for the individual through viewing their loss in a positive, negative or 
mixed light, discussing alternative perceptions or ways of thinking about their loss. 
One particular therapeutic approach, that of, Solution Focused Therapy (e.g., see de 
Shazer, 1991) may be particularly effective when working with siblings who have been 
bereaved through suicide. This approach focuses on positive feedback and 
acknowledgement in order to empower the client and emphasise his/her strengths in 
dealing with a crisis. The data presented in this study appear to highlight Worden's 
(1991) tasks of grief therapy: 1) to accept the reality of the loss; 2) to experience the 
pain of grief; 3) to adjust to the environment in which the deceased is missing; and 4) 
to find an appropriate place for the deceased in their emotional lives, as potentially 
important interventions for Counselling Psychologists in the facilitation of therapy with 
this client group. A Counselling Psychologist may also wish to pay particular attention 
to specific factors identified by this study and other research on suicide that may be 
expressed in therapy. For example, the sudden and untimely nature of the loss, the 
unnaturalness of premature sibling death, an unfamiliarity in coping with loss, the 
perception of stigma or rejection associated with suicide, and the personal choice and 
responsibility of the suicide victim in taking his/her own life. These factors should be 
considered in relation to the difficulties that they may present for the surviving sibling 
in their acceptance of the loss, the intensity of grief experienced, their process of 
finding meaning in the loss and their perception of loss. A Humanistic approach to
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therapy may also be particularly effective when working with this client group, with 
the core conditions of empathy, congruence and unconditional positive regard forming 
the basis for a positive and supportive therapeutic relationship.
A central concept in the therapeutic practice of Counselling Psychology is the respect 
for the uniqueness of each individual (Woolfe, 1996). In view of the personal nature of 
grief and the individual experience of loss, possibly the most important interventions 
that a Counselling Psychologist could offer to a sibling bereaved through suicide is a 
safe non-judgemental environment to explore individual feelings that may be 
compounding their grief or exacerbating their ability to make sense of their loss, and 
assimilate this experience into their interpretative framework.
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APPENDIX ONE.
Interview Schedule
Introduction
Introduction of researcher; explanation of research and what the interview will involve; 
explanation of confidentiality; explanation and consent for audio-recording the 
interview; explanation and completion of demographic information questionnaire.
1. When did your brother/sister die?
2. How old was (name of sibling) when he/she died?
3. How old were you when your brother/sister died?
4. Could you tell me about the circumstances surrounding your sibling's suicide and 
any events leading up to his/her death that might have been significant?
5. How would you describe your relationship with (name of sibling) before he/she 
died? [Prompt for emotional qualities of relationship and times of difficulty/conflict in 
the relationship if appear to be presenting an exceptionally positive picture].
6. How did you react to the loss of your brother/sister?
7. To what extent has losing (name of sibling) changed your relationship(s) with 
significant people in your life? [Prompt for relationships identified on cards - in what 
way? why was that? how does that make you feel?].
8. In what ways, if any, will the loss of your brother/sister affect your relationships 
with others in the future? [Prompts: who with? in what way? why do you think this 
might be? would psychological therapy help you to explore this?].
9. As well as the negative perception of grief that is commonly reported, some 
bereaved siblings also report positive outcomes to the loss of a sibling. Can you 
identify any positive outcomes to the loss of your brother? [prompt: if yes: what? why 
do you think that is? if no: why do you think that is? If your sibling had not of died, 
would any of these changes have happened anyway? if yes: which ones? why do you 
think that is? if no: why do you think that is?
10. Did you have both positive and negative thoughts about your loss simultaneously, 
or did one precede the other? If yes:(i) which view came first? (ii) when did you start 
to notice the opposite feeling? (iii) why do you think that is? If no: why do you think 
that is?
11. Do you think that viewing your loss (a) in a positive light (b) in a negative light 
helps or hinders your grief process in any way? In what way? Why do you think that 
is?
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12. Earlier in the interview, you described your relationship with [name of sibling] as ..
.............Do you think this has, in any way, influenced your perception of loss as
positive, negative, mixed or neutral?
13. Do you think that the circumstances of your sibling’s death has in any way 
influenced your perception of loss as positive, negative, mixed or neutral? Why do you 
think that is?
14. That's all the questions I want to ask. Is there anything which I have not covered in 
relation to this study that you would like to talk about?
15. How did you feel about taking part? Was there anything about the discussion that 
you found helpful/unhelpful/particularly distressing talking about? - in what way?; 
why? how did that make you feel?
Thank the interviewee for taking part; remind interviewee that their identity and the 
identity of others disclosed in the interview will remain anonymous and the audio­
recordings of the interview will be erased upon completion of this study; remind 
interviewee that a follow up session is available on request for anyone distressed or in 
need of support as a result of this research project.
After Preliminary Analysis
1. Having read your case study analysis, what do you think about the interpretations 
made from your account? Do you feel that it demonstrates a meaningful reflection of 
your experience? In what way? Prompt for elaboration where necessary.
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APPENDIX TWO.
Research Consent Form
The aim of this research is to investigate the experiences of siblings who have lost a 
brother or sister by suicide.
You will be asked to take part in an informal interview about your experiences of 
losing a sibling. The interview will be recorded on audiotape so that, in writing up the 
research I can cite people's experiences directly. To protect confidentiality all 
identifying information such as names and locations will be changed. In making 
the transcriptions, therefore, your name and the names of other people or places that 
may arise in the interview will be replaced by a pseudonym. Once transcribed, the 
audio-tape recordings will be erased.
Respondents can stop or withdraw from this study at any stage if they feel that they 
cannot continue for any reason. A follow up session is available on request for anyone 
distressed or in need of support as a result of this research project.
If you have any questions so far or feel you would like any further information please 
ask the researcher before reading on.
Please read the following paragraph and, if you are in agreement, sign where indicated.
I agree that the purpose of this research has been clearly explained to me in a manner 
that I understand. I therefore consent to be interviewed about my sibling bereavement 
experiences. I also consent to an audio-tape being made of this discussion and to all or 
parts of this recording being transcribed for the purposes of research.
Signed....................................................  Date.........
On behalf of all those involved with this research project, I undertake that, in respect 
of the audio-tapes made with the above participant, professional confidentiality will be 
ensured and that any use of audio-tapes or transcribed material from audio-tapes, will 
be for the purposes of research only. The anonymity of the above participant and 
his/her family will be protected.
Signed Date
APPENDIX THREE.
Demographic Information Questionnaire
1) Please indicate your gender : MALE FEMALE
2) How old are you? ........... YEARS
3) What is your marital status?
SINGLE
LIVING WITH PARTNER
MARRIED
SEPARATED
DIVORCED
WIDOWED
4) What is your highest educational qualification?
NONE
CSE/O-LEVEL/GCSE
A-LEVEL
DIPLOMA
DEGREE
POSTGRADUATE
5) What is your current occupation (or, if you are no longer working, what was your 
last occupation)?
6) Which of the following ethnic groups would you say you belong to? 
WHITE
BLACK-CAREBBEAN
BLACK-AFRICAN
BLACK-OTHER
INDIAN
PAKISTANI
BANGLADESHI
CHINESE
OTHER ( please specify )
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